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ADDRESS IN MEDICINE 
ON THE SIGNIFICANCE OF “HEART MURMURS” 
THAT MAY BE FOUND ON EXAMINATION 
OF CANDIDA TES FOR MILITARY 
SERVICE 


By LEWELLYS F. BARKER, M.D. 


' Medical Advisory Board No. 3, Selective Service Draft 
Baltimore, Md. 


HE mobilization of armies for the great war has led internists 
in all the countries involved. to focus upon the heart of the 
recruit the many rays of new light that have originated in the 
more intensive studies of cardio-vascular conditions by the newer 
methods that have characterized the pathological angiology of 
our time. When I recall the views that were held by expert 
clinicians regarding the heart when I was an undergraduate medical 
student (1886-1890) and compare them with the opinions that 
prevail to-day, I am impressed with the vastness of the transforma- 
tion that has taken place. In addition to the marked advance that 
_has been made in methods cf clinical examination of the heart and 
blood-vessels, there has been a profound change in our conceptions 
of the significance of signs and symptoms, a change that has re- 
sulted mainly from an increasing application of the findings of 
pathological angiophysiology and experimental angiopathology (in 
addition to those of pathological anatomy and histology that were 
formerly predominant in influence) to the problems.of the clinic, 
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partly from a growth in knowledge and experience regarding the 
relations of pathological conditions outside the circulatory system 
to the genesis of disturbances of function (and sometimes of struc- 
ture) within it. To illustrate how rapidly progress has been 
making in clinical angiology in the last thirty years, I need only 
remind you of (1) the transfer of emphasis (as far as the prognosis 
of the cardiopathies is concerned) from the consideration of the 
heart-valves to the consideration of the heart-muscle; (2) the 
insight into the nature and the significance of the cardiac arrhyth- 
mias that has followed upon studies of the initiation and conduc- 
tion of impulses to cardiac contraction in man and in animals made 
possible by sphygmography and electrocardiography; (8) the 
greater precision in outlining the exact position, form and size of 
the several chambers of the heart and of the different portions of the 
aorta afforded by better methods of percussion and especially by 
orthodiagraphy and teleroentgenography; (4) the ease by which 
the blood-pressure, both systolic and diastolic, may now be clinic- 
ally determined, and (5) the recognition of the fact that profound 
disturbances of circulatory function may have an extracardiac or 
an extravascular origin, resulting from influences arriving in the 
heart or the walls of the vessels from distant organs either by a 
neural pathway (vagal or sympathetic) or by a hemal pathway 
(bacteria; toxines; hormones and other metabolic products). Sure- 
ly, the examiner of the heart of the recruit to-day faces his problem 
with an attitude and a preparation that differ markedly from those 
of the examiner in previous wars! Moreover, the problem with 
which the examiner of candidates for military service is confronted 
is very different to-day from what it was formerly. The vast 
_ organization of war in our time involves not only a larger number 
of men but also a greater division of labour among the men within 
the army than was ever before necessary. Whereas, formerly none 
but men capable of undergoing the most severe bodily exertion dare 
be admitted to the army, to-day army organizations include an 
enormous number of positions that do not entail severe bodily 
exertion, and it is real economy to utilize for filling such positions 
men who have certain defects that would impaire their ability to 
undergo the extreme exertion of the front though they in no way 
limit their usefulness in the special services of the army not requiring 
great physical effort. Furthermore, as man power diminishes in 
a prolonged war, nations find it necessary to enrol, even for service 
at the front, men with physical defects that would bar them from 
such service at the beginning of a war when the supply of men is 
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abundant. The Central Powers in Europe are already sending 
men known to have valvular diseases of the heart to the front, 
men who earlier in the war had been rejected because of their 
physical unfitness. From the reports of how these men’s hearts 
behave under strain and also from the reports upon observations 
in the allied armies of the Entente upon men returned from the 
front with old heart lesions that had escaped detection before they 
were sent, we are now rapidly acquiring information as to what 
diseased hearts will bear, information that will stand us in good 
stead should the war, unhappily, be prolonged to a period when 
our own man power shall have diminished to a degree necessitating 
action similar to that which has already been forced upon the 
Central Powers. Though it is possible that no such necessity will 
arise for the United States or for her allies in this war, our medical 
men feel that it is incumbent upon them to prepare for every con- 
tingency that may arise in a war in which the head of the nation 
has pledged every man and every dollar necessary to help to win. 
Plans should be made far ahead for all the situations in which we 
may find ourselves, however remote the possibility of some of them 
arising may now seem. All who are interested in the heart of the 
recruit and of the soldier, are in a better position to-day to judge 
wisely regarding the cardiovascular requirements in men entering 
the different branches of military service, than were the medical 
examiners in any earlier war; indeed, many matters that were in 
doubt in August, 1914, have been carefully investigated and in 
some instances of importance at least we have a clearer under- 
standing than before. No one can look over the bibliography of 
the last four years bearing upon the heart of the recruit, and the 
heart of the soldier, without gratification. The intensive studies 
of British and French physicians, to which studies undertaken in 
America are now being added, have already solved a number of 
pressing problems, and as the war goes on, many of the questions 
that still perplex us will doubtless be satisfactorily answered. 
The late Major Theodore Janeway, working in the office of 
the Surgeon-General of the United States army, during the last 
six months of his life prepared a circular in which the criteria for 
passing judgement upon cardiovascular conditions, were clearly 
set forth. This circular formed the basis for the regulations con- 
cerning the heart and blood vessels prescribed for medical examiners 
in the ‘‘Manual of Instructions for Medical Advisory Boards’”’ 
issued in February, 1918. I desire to pay a tribute to the wisdom 
and judgement shown in the preparation of these regulations. 
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Even if certain of the rules will undergo modification as the result 
of further experience, the general principles laid down are un- 
doubtedly valid, and if they are carefully applied in the examina- 
tion of candidates for military service, very few mistakes will be 
made. 

In my remarks to-day I shall make no attempt to deal with the 
whole question of cardiovascular conditions and the army, but shall 
confine myself to the narrower field of the significance of murmurs 
audible over the hearts of candidates for military service. 


CLASSIFICATION OF HEART MURMURS 


Many of the classifications of heart murmurs, especially those 
given by writers on military subjects, seem to me unnecessarily 
elaborate and confusing. The simpler the classification, provided 
it is adequate, the better. The following simple classification would 
seem to be sufficient: 

Heart MurRMuRS 


1. Intracardiac Murmurs. 
A. Organic (due to diseased heart valves). 
B. Inorganic’ (not due to diseased heart valves). 
1. Murmurs due to relative insufficiency. 
2. Accidental murmurs due to (a) Abnormal composi- 
‘tion of the blood; (6) Changes in velocity of flow; 
(c) Slight abnormalities of contraction due to ner- 
vous or other causes. 


2. Extracardiac Murmurs. 

A. Pericardial and pleuropericardial friction sounds. 

B. Cardiorespiratory murmurs. 

C. Precordial crackling of mediastinal emphysema. 

D. Splashing and water-wheel sounds. 

Even this simple list is formidable enough, but if the practi- 
tioner has been (1) trained in the analysis of the features presented 
by heart murmurs (time, topography, propagation, intensity, pitch, 
quality); (2) made familiar with the influence of respiratory 
movements, of change of posture, and of pressure of the stethoscope 
upon certain kinds of murmurs; and (3) become thoroughly ac- 
quainted with the other changes in the heart and circulation that 
follow upon organic disease of the heart valves and heart muscle, 
and with the physical methods of examination by which these can 
be demonstrated, he will rarely have difficulty in recognizing the 
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nature and significance of a murmur, so that he may plaee it in its 
proper class. i434 


RECOGNITION OF EXTRACARDIAC MuRMURS 


A.and B. Pericardial and Pleuropericardial Friction Sounds. 

The friction rubs due to pericarditis, to and fro sounds, scratcb- 
ing in character, close to the ear, often divided into parts, often 
easily influenced by change in posture and by pressure of the stetho- 
scope, are easy of recognition; so are the pulsatile friction sounds 
due to the rubbing of the outer surface of the pericardium against 
the pleura, some of the sounds being synchronous with the move- 
ments of the heart, others of them with the respiratory movements. 

C. Cardiorespiratory Murmurs. These murmurs are not un- 
common and by the inexperienced are often mistaken for intra- 
cardiac organic murmurs. They are most often systolic in time, 
though occasionally a diastolic cardiorespiratory murmur may be 
heard. These sounds arise in the lungs synchronous with the 
movements of the heart, hence the name “pulsatile pulmonary 
sounds”? sometimes given to them. They are most often heard 
during inspiration, more rarely on expiration. They cease, or are 
much changed when the breath is held, and they are greatly in- 
fluenced by changes in posture. They do not point to any dis- 
ordered action of the heart and are entirely ‘“‘innocent’’ sounds. 

D. Precordial Crackling. In mediastinal emphysema, the air 
in the tissues may yield a crepitant sound, suggestive of pericardial 
friction, synchronous with the systole of the heart. The condition 
is so rare as to be practically negligible in the examination of re- 
cruits. 

E. Splashing and Water-wheel Sounds. These will be rarely 
met with in military work. They depend upon the occurrence 
together of air and fluid near the heart (hydropneumopericardium; 
hydropneumothorax; cavity in lung; distended stomach). 


RECOGNITION AND INTERPRETATION OF INTRACARDIAC 
Murmurs 


A. Organic Murmurs Due to Diseased Heart Valves. Here we 
have to deal with the murmurs that occur in stenosis and insuffi- 
ciency of the aortic, mitral, pulmonary and tricuspid valves. In 
the examination of recruits, aortic and mitral disease will frequently 
be encountered, while disease of the pulmonary and of the tricuspid 
valves will only very rarely be met with. | 
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The systolic murmur of aortic stenosis is usually a loud, rough 
murmur audible in the second right intercostal space close to the 
sternum. It is propagated toward the carotids in the neck. On 
palpitation over the aortic area a systolic thrill can be felt. The 
aortic second sound is feeble or absent. The pulse is small and 
anacrotic. The pulse rate is often slow. The heart’s apex is dis- 
placed somewhat downward and to the left. Sometimes a systolic 
murmur in the second right intercostal space is due to dilatation 
of the aorta (lues; arteriosclerosis). If suspected, the proof of such 
dilatation can be brought by percussion, and especially by roent- 
genoscopy;.and to determine etiology, the Wassermann test may 
have to be applied. Definite aortic stenosis is cause for uncondi- 
tional rejection.. Luetic aortitis disqualifies for full military ser- 
vice, but if without symptoms does not disqualify for special service. 

The diastolic murmur of aortic insufficiency is usually a soft 
aspirative murmur replacing the second sound or following it in 
the second right intercostal space. It may be short, but is oftener 
long and decrescendo in character, occupying a large part of the 
long pause. It is often propagated along the left margin of the 
sternum and may often be best heard in the third and fourth inter- 
costal spaces on the left side. It is surprising how often such a 
murmur is entirely overlooked, or mistaken for a systolic murmur, 
even by medical men supposedly well-trained. The murmur can 
often be better heard with the naked ear or the monaural stetho- 
scope than with a binaural instrument. Aortic insufficiency is 
associated with a strong, circumscribed dome-like apex impulse 
(choc en dome), a collapsing pulse at the wrist, visibly pulsating 
carotids, pistol-shot sounds in the peripheral arteries and 
enlargement of the left ventricle. In the young recruit, aortic 
insufficiency when associated with mitral disease is most often a 
result of rheumatic endocarditis; when not associated with mitral 
disease, it is most often due to luetic aortitis. In older men, aortic 
insufficiency is often due to atherosclerotic changes in the aortic 
valves. 

The diastolic murmur of mitral stenosis, often rumbling in char- 
acter and associated with a palpable thrill, is usually audible only 
in. a circumscribed area near the apex-of the heart. Sometimes 
the murmur is audible only at the very end of diastole (presystolic), 
terminating in an abrupt snapping first sound. In many cases of 
slight mitral stenosis, no murmur can be heard, the diagnosis depend- 
ing then upon the existence of a snapping first sound associated 
with a strongly accentuated (and often duplicated) pulmonary 
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second sound. Mitral stenosis is always due to a preceding endo- 
carditis. It is in my experience one of the conditions most often 
overlooked by examiners of recruits. 

The systolic murmur of mitral insufficiency is a blowing mur- 
mur, usually maximal at the apex where it replaces the first sound, 
propagated toward the axilla, and sometimes to the angle of the 
left scapula and often audible also in the second left intercostal 
space. When due to organic disease of the mitral valve (valvu- 
litis) it is accompanied by accentuation of the pulmonic second 
sound, by some enlargement of the left ventricle and of the left 
atrium, and often by signs of mitral stenosis. When not accom- 
panied by signs of mitral stenosis the systolic murmur due to val- 
vulitis may be indistinguishable from the systolic murmur due 
to relative insufficiency of the mitral orifice from muscular relaxa- 
tion. In older persons the majority of mitral systolic murmurs are 
due to relative insufficiency; in younger persons mitral systolic 
murmurs due to valvulitis are very common. Accidental murmurs 
are often mistaken for the murmur of mitral insufficiency (ude 
infra). 

The systolic murmur of stenosis of the pulmonary valve maximal 
in the second left intercostal space, propagated towards the left 
clavicle and accompanied by a palpable thrill, is a rare finding. 
When present, it is usually due to a congenital heart lesion, and 
but few live to the age of the recruit. A loud harsh systolic murmur 
in the third left space (Roger’s murmur), propagated transversely, 
but not towards the left clavicle, is heard in congenital defect of 
the interventricular septum. ‘This condition is so rare as to be 
of but little interest for military medicine. 

The diastolic murmur of insufficiency of the pulmonary valve is 
also an exceedingly rare finding and need not be discussed. 

. The diastolic murmur of tricuspid stenosis is also extremely rare. 

The systolic murmur of tricuspid insufficiency is usually due to a 
relative insufficiency depending on muscular relaxation. It is 
audible in the tricuspid area and is not transmitted to the left of 
the apex. Other marked signs of circulatory insufficiency are 
present and the heart is enlarged to the right. Persons presenting 
this murmur are usually so obviously ill that they are never seriously 
considered for military service. 

B. Inorganic murmurs (not due to diseased heart valves). 

Of the inorganic murmurs due to relative insufficiency of valvular 
closure (from muscular relaxation), those audible at the mitral and 
tricuspid orifices are the most common. They have been referred 
to above in connexion with the systolic murmurs due to organic © 
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changes in the valves. Occasionally diastolic murmurs due to 
relative insufficiency of the aortic and pulmonary valves are heard, 
but they are rare. Though these murmurs of relative insufficiency 
are spoken of as functional murmurs, they are in my opinion often 
of graver significance than are some murmurs due to organic valve 
disease, for they always point to enfeeblement of the myocardium. 

Of the inorganic murmurs known as accidental murmurs, a large 
number may be met with on examining the hearts of recruits. 
Some of them are due to anemia, though most of them depend upon 
changes in the velocity of flow or upon slight abnormalities in the 
contraction of the heart muscle due to nervous or toxic influences. 
They are very common when the heart is excited (neurasthenia; 
hyperthyroidism). Many of the men who present them and who 
are admitted to the army will doubtless later on exhibit the “‘irrit- 
able heart of the soldier’, the ‘‘effort syndrome’, or ‘ neuro- 
circulatory asthenia.”” They are common in men with long 
narrow chests, with low diaphragm, and with cor pendulum (drop 
heart). These accidental murmurs may occur at sites in which 
organic murmurs are often audible (at the apex and in the second 
left space), but they are often audible over regions in which organic 
murmurs are seldom heard, as in the preventricular region. Such 
accidental murmurs are nearly always systolic in time, but they 
usually occupy only a part rather than the whole of the systole; 
in other words they are merosystolic rather than holosystolic mur- 
murs, whereas organic murmurs, and murmurs of relative insuffi- 
eiency tend to be holosystolic rather than merosystolic. Further- 
more, accidental murmurs are usually (though not always) soft, 
aspirative, superficial murmurs. They are prone to marked varia- 
tion in intensity, being much changed often by change in posture 
and by the respiratory movements. Above all they are not associ- 
ated with enlargement of the chambers of the heart, nor with accen- 
tuation of the pulmonic second sound. 


Tue RELATION OF Murmurs TO ACCEPTANCE AND REJECTION OF 
CANDIDATES FOR MILITARY SERVICE 


A careful study of the Selective Service Regulations (U.S.A.) 
as they now stand will make it clear that: 

1. The presence of an organic murmur is cause for uncondi- 
tional rejection. 

2. The presence of an inorganic murmur due to relative in- 
sufficiency of a valve, if associated with any enlargement of the 
heart, or with accentuation of the pulmonic second sound, is cause 
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for rejection; if unassociated with these signs and the response to 
exercise is normal, the recruit may be accepted for special service. 
3. The presence of an accidental murmur due to anzmia, to 
neural or toxic influences, or to velocity of flow, is not in itself 
cause for rejection. 
4. The presence of a cardiorespiratory murmur is of no patho- 
logical significance, and, of course, does not reject. 


COMMENTS 


Experience at a Medical Advisory Board during the past three 
months, where with Drs. Sprunt, Miller, and Carter, we have 
examined the hearts of twenty-five hundred drafted men between 
the ages of twenty-one and thirty-one, indicates: 

1. That many organic murmurs (diastolic murmur of aortic 
insufficiency, presystolic murmur and snapping first sound of mitral 
stenosis) are often entirely overlooked by examiners in Local 
Boards, for they are not infrequently detected in men referred to 
the Advisory Board for defects other than those of the cardio- 
vascular system. 

2. That many extracardiac (cardio respiratory) murmurs, and 
accidental intracardiac murmurs, are suspected by medical exam- 
iners to be murmurs of serious import. 

3. That the hearts of some of the men presenting organic 
murmurs are better prepared to stand exertion than are the hearts 
of some men presenting no murmurs. 

4. That good response to the exercise test by no means rules 
out the existence of organic disease of the valves of the heart. 

5. That many men with organic disease of the valves of the 
heart need not be unconditionally rejected, though according to 
present regulations they must be, for many of them are entirely 
capable of undertaking special service not involving severe exer- 
tion, and some of them could, without harm, even be given duties 
requiring considerable bodily exertion. Experience in the armies 
in Europe would indicate that mild stenotie lesions stand strain 
better than lesions causing valvular insufficiency. The lesions of 
‘“‘barrage’”’ are less serious than the lesions of ‘‘fuite’’. 

6. That, on the whole, while the study of cardiac murmurs is 
of great importance in estimating the fitness of a candidate for 
military service, still greater importance attaches to the study of ' 
the condition of the cardiac muscle and to the estimation of its 
ability to bear strain. 
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DUODENO-JEJUNOSTOMY, ITS INDICATIONS 
AND TECHNIQUE 


By James McKenty, M.D., F.A.C.S. 
Winnipeg 


‘THREE instances are reported in the literature of surgery in 

which duodeno-jejunostomy, an anastomosis between duo- 
denum and jejunum, was performed. The first was by Albert. 
W. Stavely’ on December 16th, 1907, for chronic gastro- 
mesenteric ileus; the second by Edwin Beer’ on September 23rd, 
1914, for the relief of hemorrhage from an angioma involving 
the duodeno-jejunal junction, and the third instance was by N. P. 
Ernst’’ in November, 1914, for congenital atresia of the duodenum 
in aninfant. In the last case the jejunum was brought across in 
front of the transverse colon and anastomosed to the duodenum 
about the junction of its first and descending portions. In the 
two first cases the anastomosis was made to the transverse portion 
of the duodenum below the transverse colon. 

I wish to report two additional cases: 

Case 1. Female, aged thirty-seven, was referred to me by 
Dr. J. P. Howden for operation with a diagnosis of chronic duodenal 
ulcer. On January 28th, 1914, the abdomen was opened, no 
ulcer was found, the gall bladder was normal, the appendix was 
atrophic and free from adhesions; it was not removed. Both 
the stomach and duodenum were dilated and the pyloric ring 
was quite patulous. The duodenum was approximately the size 
of the transverse colon, a diameter of between two and a half to 
three inches. On raising up the transverse colon, the transverse 
portion of the duodenum could be seen bulging through the meso- 
colon. The distension of the gut was present up to the point 
where it is crossed by the superior mesenteric vessels. On the 
left. of these vessels the bowel was empty and flaccid. On in- 
troducing a finger underneath the artery and elevating it, gas 
passed from the duodenum into the jejunum and the distension 


*Read at the forty-eighth annual meeting of the Canadian Medical Association, 
Montreal, June 15th, 1917. 
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of the duodenum subsided. This was observed by Dr. Howden 
and myself, and was regarded as proof of the presence of obstruc- 
tion by the mesenteric vessels. Without knowing of Stavely’s 
previous operation, I decided to anastomose the jejunum to the 
transverse portion of the duodenum in front of the mesenteric 
vessels. This was done in the manner to be presently described. 

Case 2. Female, aged twenty-three. The predperative di- 
agnosis was chronic appendicitis with secondary disturbance of 
the gastric functions. On November 26th, 1914, the abdomen 
was opened through a right rectus incision. A retrocolic chronic- 
ally inflamed appendix was removed. The colon, gall bladder, 
stomach and pancreas were found normal. The duodenum was 
dilated, as in the first case, but to a less degree. On elevating 
the root of the mesentery gas passed from the distended duodenum 
into the empty jejunum. Some degree of obstruction was un- 
doubtedly present, so a duodeno-jejunostomy was decided upon 
and performed, as in the first case. 

Results. There was no mortality from the operation in these 
five cases. Beer’s patient died on the seventeenth day from a re- 
currence of the hemorrhage from the tumour after having been 
out of bed for several days and convalescing normally. In all of 
them the post-operative vomiting was unusually prolonged and 
distressing. In my two cases the stomach tube had to be used 
several times during the first two days to prevent threatening acute 
dilation of the stomach. After the second day convalescence 
became normal. ’ 

End Results. Stavely’ reported his case cured September, 
1910, three years after operation. My first case was promptly 
relieved of her symptoms and has remained well up to the present, 
now three and a half years after operation. 

My second case was also promptly relieved, and continued 
well for a year after operation. At the time of operation her weight 
was one hundred and twelve pounds, a year later it was one hundred 
and forty pounds then she began to lose in weight and to suffer 
from constipation. She now weighs one hundred and twenty- 
eight pounds, and is in fair health excepting for obstinate con- 
stipation. This patient has the enteroptotic figure, a prolapsed 
right kidney, an unstable nervous system and inherits a predis- 
position to tuberculosis. To these and to the stasis in the cecum 
and ascending colon, rather than to a recurrence of duodenal stasis, 
I belive her present complaints are attributable. The chief symp- 
tom of chronic gastro-mesenteric ileus (the vomiting of bilious 
material) has not recurred. 
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Indications. This operation should be considered as one of 
the means of relief—perhaps the most effective—in all cases in 
which there is obstruction at the lower end of the duodenum or 
the upper end of the jejunum. The conditions which may give 
rise to obstruction here are: 

1. Clamping of the bowel between the superior mesenterie 
artery and the aorta; 

2. Kinking at the duodeno-jejunal flexure; 

3. Obstruction at the site of anastomosis after posterior 
gastro-enterostomy ; 

4. Tumours, either outside of or within the bowel. 

5. Congenital atresia. 

Of these, the first, that is, clamping between the blood 
vessels, is undoubtedly the most common. It has long been 
recognized as a factor in the causation of acute dila- 
tion of the stomach and duodenum. Some writers (Connor,* 
Laffer’, Moore®) regard it the most important factor. Acute 
gastro-mesenteric ileus is well known to the profession and especial- 
ly to surgeons as one of the complications liable to occur after 
operations. Chronic gastro-mesenteric ileus on the other hand, 
if one may judge from the paucity of the literature on the subject, 
is not well known and has received little attention. That it does 
occur, however, has been amply established chiefly by the papers 
of Bloodgood’, Stavely* and Moore®, in which may be found re- 
ports of seventeen cases in which the diagnosis was verified either 
by operation or autopsy. It is reasonable to expect, also, that 
gastro-mesenteric ileus may, like most diseases, assume either 
an acute or chronic form. Indeed, it is likely that the chronic 
form is more common than the acute, and, that the acute is often 
engrafted upon a previously existing chronic partial obstruction. 
Bloodgood® writing on this subject says: ‘Since January, 1911, 
in an experience with twenty cases of resection, I have observed 
in five instances that the constriction at the root: of the mesentery 
is due to a pull on the root of the mesentery by the dilated cecum 
displaced into the pelvis.” . . . ‘“‘The duodenal dilatation 
and its cause were demonstrated without question. These pa- 
tients have been relieved after the resection of the right half of the 
colon. Up to this time, I was unfamiliar with this possible ex- 
planation of the cause of chronic dilatation of the duodenum and 
have not found it mentioned in the literature. ... As 
these patients also suffer from constipation, it is my opinion that 
resection of the colon will relieve their symptoms better than 
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Fig. I11.—Showing incision in meso-colon, and relation of the blood vessels to 
duodenum. The incision in duodenum is shown too close to pancreas. 
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anastomosis between duodenum and jejunum.” Since my in- 
terest in this subject was aroused, January, 1914, I have during 
laparotomy frequently examined the state of the duodenum and 
root of the mesentery, and, I am satisfied that slight degrees of 
obstruction at this point are common, especially in individuals 
subject to visceral ptosis. Bloodgood® has pointed out that 
the loaded prolapsed czecum exerts a pull upon the root of the 
mesentery ‘‘when the last. portion of the ileum has an unusually 
short mesentery’. Observations made by me during operation 
and upon fresh cadavers confirm Bloodgood’s statement. This 
pull narrows the angle between the mesenteric artery and aorta 
and consequently compresses the bowel. Herein may lie, in 
part, the explanation of the relief afforded by abdominal sup- 
porters to the gastric symptoms of visceral ptosis. 

The diagnosis of chronic gastro-mesenteric ileus is made with 
certainty only after the abdomen is opened. At least no case has 
been reported in which the diagnosis was made previous to opening 
the abdomen. 

Including my two, there are, in all, nineteen cases on which 
the diagnosis has been verified by operation or autopsy. In 
ten of these, some kind of operation intended to relieve the con- 
dition was done. Gastro-enterostomy was performed in two, 
followed by one death, and a cure in one case. 

Duodeno-jejunostomy was done in three cases with good 
results in all. In five cases, Bloodgood did a resection of the 
right half of the colon with good results in four. It is not clear 
from the report whether there were other reasons for the resection 
besides the mesenteric obstruction. The association of ptosis 
of the cecum with chronic obstruction by the root of the me- 
sentery cannot be considered a sufficient reason for removing an 
otherwise healthy cecum and colon. A less mutilating opera- 
tion, duodeno-jejunostomy will more effectively overcome the 
obstruction and, if combined with colopexy, will also relieve the 
pull upon the root of the mesentery. In eleven instances, in 
which a minor degree of chronic gastro-mesenteric ileus was dis- 
covered during abdominal section, I have performed czxco-colo- 
pexy for this purpose. Only four of these patients have been 
traced. . In these four, the results support the view that the fixa- 
tion operation had a share in the beneficial effect, but, as in all 
of these patients, other operations were done at the same time, 
no positive conclusions can be drawn. 

Duodeno-jejunostomy may, also, prove the easiest method 
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of relief in those cases of vicious circle after the so-called no-loop 
posterior gastro-enterostomy in which it may be impossible to make 
an anastomosis between the limbs of the jejunal loop. 

Beer’s case is an example of its application for the relief of 
obstruction due to tumours. In this case Beer ligatured the bowel 
between the site of the anastomosis and the tumour. | 

Obstruction due to adhesions or kinking at the duodeno- 
jejunal flexure has been treated by separation of the adhesions, 
and by cutting the thickened meso-colic fold and ligament of 
Treitz. Lockwood’ described this latter stricture as a band of 
considerable strength attached above to the left crust of the dia- 
phragm, and below to the vertical part of the duodenum, from which 
it is continued on between the layers of the mesentery, and he 
suggests the name, “Suspensory Muscle of Duodenum and Me- 
sentery.” If this view of its function be correct, unhappy re- 
sults may follow its severance. The short-circuiting is devoid 
of these serious possibilities and will meet the requirements more 
effectively. 

Technique. When dilatation and distension of the duodenum 
are present its transverse portion, on raising up the transverse 
colon, can be seen to bulge through the mesocolon between the 
right colic and ileocolic branches of the superior mesenteric artery. 
The normal duodenum, except in very thin individuals, is not 
visible in this region. My first patient was moderately fat, yet 
the bulging was quite evident. The posterior parietal peritoneum 
is opened between the right colic and ileo-colic arteries and the 
duodenum thereby exposed. This portion of the bowel is at- 
tached below to the root of the mesentery, and posteriorly to 
the vena cava by loose areolar tissue, strengthened here and there 
by fibrous bands. Above, it is intimately connected to the head 
of the pancreas and receives several branches from the inferior 
pancreatico-duodenal artery, which lies between it and the pan- 
creas. Since my first operation I have examined the anatomy 
of this region carefully in five fresh adult bodies on which autopsies 
were being performed, and in two infant bodies, and I feel satis- 
fied of the correctness of these statements. 

The mobilization of the duodenum necessary for the appli- 
cation of a clamp can therefore be effected most readily by separat- 
ing the bowel from its inferior and posterior connections. This 
is done by blunt dissection, aided occasionally by the use of a 
sharp instrument to severe the fibrous bands. In. this stage of 
the operation bleeding points requiring ligature were not met 
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with in my two cases. After mobilizing the duodenum the in- 
testines are clamped and brought together in the isoperistaltic 
position and the anastomosis made by suture in the usual man- 
ner. Stavely used a Murphy button. The opening in the pos- 
terior parietal peritoneum is closed by interrrupted sutures in 
such a manner as to hold the jejunum in position. In my cases 
the union was made at a point about six inches from the upper 
end of the jejunum. Stavely and Beer chose a point about a foot 
from its upper end. 


CONCLUSION 


1. Duodeno-jejunostomy is not more difficult to perform 
than posterior gastro-enterostomy and its mortality should not 
be greater. In chronic gasto-mesenteric ileus it is the operation 
of choice, and in the acute form, if any operation be advisable, it 
should be given a trial. Gastro-enterostomy has no place in 
the treatment of this condition. 

2. Cases of slight dilatation of the duodenum due to partial 
obstruction by the root of the mesentery, in which the pull ef the 
prolapsed cecum can be demonstrated, should have the cecum 
and colon suspended, as there is ground for expecting that a fair 
proportion of them will thereby be permanently relieved and 
avoid the necessity of either a short-circuiting operation or a 
resection of the colon. 

3. In the absence of pathological changes in the cecum and 
colon demanding their removal, their resection for the relief of 
chronic gastro-mesenteric ileus is not necessary nor advisable, as 
the same effect can be attained by less dangerous means. 

4. Chronic gastro-mesenteric ileus is probably a more com- 
mon condition than has been suspected. Stavely says, “a fair 
proportion of cases now classed gastro-neuroses” is due to “‘in- 
complete obstruction by the root of the mesentery.” In every 
case of “chronic dyspepsia” it should be kept in mind as a possible 
cause, and in every exploration of the upper abdomen the con- 
dition of the duodenum and root of the mesentery should be ex- 
amined. Inasmuch as the presence of partial obstruction here 
predisposes to post-operative, acute dilatation of the stomach, 
the knowledge gained will be valuable even if no operation for the 
relief of the obstruction is undertaken. By this means also, a 
question regarding, which there exists much difference of opinion, 
may by the records of a large number of observers, be finally settled. 
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THE DIAGNOSIS OF INFLAMMATIONS OF THE 
UVEAL TRACT OF SYSTEMIC ORIGIN 


By W. Gorpon M. Bysrs, M.D. 


Montreal 


LET me define the scope of my paper by saying in the first instance 

that I do not intend to speak, of course, in a company of fellow 
oculists of those ordinary signs upon which the diagnosis of inflam- 
mations of the uveal tract are made per se; nor of changes which are 
supposed to be characteristic of special infections, believing that 
these are too infrequent and too uncertain to be relied upon as 
trustworthy to any appreciable degree. I: shall confine myself to 
that aspect of diagnosis which has to do with the determination of 
the cause or causes underlying uveal inflammations of systemic 
origin, it being understood that the term ‘‘uveal’’ covers any one 
or all of the divisions of the vascular coat, namely, iris, ciliary body, 
and choroid. 

Theoretically and ideally this subject belongs to the specialist 
in internal medicine; but as a matter of fact the control of the field 
generally remains in whole or in part in the hands of the oculist, 
for the reason that the investigations to be undertaken have to 
do with the solution of a problem in his field, because he forms the 
most convenient clearing house for the reports of the various con- 
sultants, and because his advice is essential in any case in the 
reaching of final conclusions. I freely admit that this topic could 
be more thoroughly and ably presented by an internist; but my 
paper embodies my efforts to understand the subject from the 
standpoint of the ophthalmologist, and I look to you for a full 
cargo of experiences and constructive criticisms in exchange for 
my presentation. 

It is really needless in the case of those present to point out the 
importance of this matter. Uveal inflammations are of compara- 
tively frequent occurrence; they entail, at best, suffering and a loss 
of time that often occasions hardship, especially among the poorer 
classes; and at their worst they lead to irremediable destruction of 


A paper read by invitation at the closing meeting of the section of Ophthalmology 
and Oto-Laryngology of the Academy of Medicine, Toronto, April 8th, 1918. 
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vision or even blindness. It is essential to determine the cause, not 
alone to heal the primary disturbance, but because, left to smoulder, 
the underlying diseases may ultimately produce ocular recurrences, 
grave disturbances in other systems of the body, or even death by 
attacking vital centres. It would seem in many instances almost 
providential that mild uveal inflammations occur to warn the 
patient of grave systemic disease. 

Grounded in the pioneer work of Pasteur and its brilliant 
interpretation by Lister, and advanced more perhaps by the ap- 
preciation of the systemic manifestations of gonorrhceal urethritis 
than any other influence, the investigations of several generations 
of workers have in recent years thrown a flood of light upon the 
active part played by focal infections in the production of ocular 
metastases and of metastases in other parts of the body. This 
discovery has, in fact, in conjunction with data yielded by more 
refined clinical methods of investigation and specific laboratory 
tests, revolutionized our ideas regarding the etiology of uveal in- 
flammations. Our shattered conceptions are still in process of 
reconstruction; but one now clearly sees in outline the subject as it 
ultimately must be presented. 

Certain of the etiological factors of the older writers—notably 
syphilis and tuberculosis—still stand, but with their relative im- 
portance more clearly defined; while numerous others, with a con- 
nexion still existing, have their relationship to the ocular disturb- 
ances explained in quite a different way. Thus, for instance, but 
a short time ago chronic rheumatism was regarded as one of the 
well-known causes of uveitis; to-day chronic rheumatism in its 
protean dress is looked upon as largely, if not entirely, symptomatic 
of those focal infections that are also the cause of the ocular dis- 
turbances. Affections of the respiratory tract, the ztiological 
importance of which was so strongly emphasized by Haas' and by 
von Michel* are now seen to play their part by favoring the de- 
velopment of organisms in cases of bronchitis, bronchiectasis, and 
allied conditions. Anzmia can not longer be regarded as a causa- 
tive factor, but merely as a predisposing influence, in many cases 
probably occasioned by, and itself expressive of, the destructive 
action of the systemic infections upon the blood. The direct part 
played by diabetes and by gout has also been brought into question 
since pathologists have refused to accept a non-bacterial origin for 
inflammation; and so on with other items. The outstanding fact 
as regards etiology is, however, the important réle played by focal 
infections; not only on account of the clarification which it has 
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brought to this subject, but because of the therapeutic possibilities 
the discovery has opened up. 

These points are well illustrated by the valuable findings of 
Irons and Brown’, based upon a study of one hundred cases of iritis, 
in which every modern method of research was brought to bear 
upon the elucidation of the etiology. 


THE CAUSES OF IRITIS IN ONE HUNDRED CASES 
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Studying the accompanying table, one sees that the cases can 
be divided into four classes, namely: 

Class 1. (Forty-five cases): In which a single factor was 
isolated as the sole cause of the uveitis. 

Class 2. (Thirty-seven cases): In which, though several 
possible zetiological factors were determined, the investigators were 
able to say after a careful weighing of all the evidence that one 
only was responsible for the uveitis. 

Class 3. (Seventeen cases): In which several possible ztiologi- 
cal factors were demonstrated, but they were unable to throw the 
onus upon any single one (combined infections). 

Class 4. (One case): In which it was not possible to ascertain 
the cause. 

If we add the figures of Class 1 and Class 2 together, we obtain 
percentage data regarding the etiology of uveitis that are striking 
in comparison with those still found in current works on ophthal- 
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mology, though the work of Brown and Irons was not intended 
primarily to bring out these points. Thus, for instance, syphilis, 
always heretofore accorded the first place among the causes under- 
lying uveitis (stated by some authorities to be as high as 90 per 
cent.), is held responsible for only 23 per cent. in this series; while 
focal infections, if taken to include systemic gonorrheea, as I think 
they should, originated the disorder in 51 per cent. of the cases. 
Here, indeed, is something in the way of an upheaval. A further 
arrestive fact is, that, of the fifty-one cases of focal infection, the 
teeth, tonsils, and sinuses alone were responsible for thirty-seven. 
Tuberculosis, with eight cases to its credit, strengthens the growing 
conviction of thoughtful clinicians regarding its etiological import- 
ance. It is worthy of note from the substance of the paper that, 
while several of the patients were referred to the authors with a 
provisional diagnosis of “‘iritis from auto-intoxication”’, and dia- 
betes was present in three more instances, in none of these six 
cases did Irons and Brown fail to find active infectious processes. 

From the point of view of topographical interest (for it has 
long been conceded that etiological factors vary with locality), and 
for purposes of comparison, I have analyzed the findings in the last 
twenty-five cases from my private practice in which I have been 
able to have a satisfying systemic examination carried out. The 
figures are as follows: 


THE Causes OF UVEITIS IN TWENTY-FIVE CASES 


3 cases =12 per cent. 
4 cases = 16 per cent. 
0 cases= 0 per cent. 


4 per cent. 
4 per cent. 
Genito-urinary (nonvenereal) 4 per cent. 
Combined infections 16 per cent. 
No cause found 4 cases =16 per cent. 


The most striking feature in the way of percentages is, that 
focal infections play practically the same part in this series (40 
per cent.) as in that of Irons and Brown. The tally must be more 
than a coincidence, and is in keeping with incoming statistics 
generally. In my series, syphilis is responsible for only 12 per 
cent., while tuberculosis stands at 16 per cent., due probably to 
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the respective facts that my patients were drawn with few excep- 
tions from the better class (the patients of Irons and Brown were 
47 per cent. private, and 53 per cent. public or venereal), and that 
two of my patients were tubercular, residing in mountainous resorts 
from which I draw an appreciable percentage of my clientele. The 
combined infections were: Chronic bronchitis, pyorrhoea and alve- 
olar abscesses, and diabetes, one case; sphenoiditis and gastro-in- 
testinal stasis, one case;syphilis and teeth conditions, one case; tuber- 
culosis and tonsilar infection, one case. It should be noted that in 
both series the percentage of cases of focal infection would be height- 
ened by adding those included under the combined infections. I feel, 
on looking back, that the number of undetermined cases in my group 
might have been reduced by closer attention to the history, and 
by the inclusion of exploratory examinations in fields which were 
left untouched. 

But while these figures are interesting and important as illus- 
trating the points I have mentioned, it is felt they are inadequate 
for final conclusions. I have quoted them particularly to show 
that an investigation into the causes underlying inflammations of 
the uveal tract resolves itself into a search for: (a) Some systemic 
disorder of which the ocular disturbance is an expression (more 
especially syphilis and tuberculosis); or (6) Some focus or foci of 
infection originating the uveitis by way of metastasis. 

In regard to the carrying out of the routine systemic examina- 
tions of these cases, some interesting questions arise. There is no 
doubt that the work is ideally done in the wards of a well-equipped 
modern hospital by a specialist in internal medicine, and where 
the patient, either well-to-do or poor, has the time and the inclina- 
tion, the problem is easy of solution. Greater difficulties are 
presented when the patient is in modest circumstances, and can 
ill afford the time and the money for hospital fees and special 
tests; but, if one has a free hand, one can get satisfying results by 
referring the case to a well-trained general practitioner, who has 
access to, or is in touch with, a modern laboratory. Some of the 
cleverest diagnoses I have known have been obtained in this way; 
but the matter is well nigh hopeless when a practitioner, necessarily 
associated with you, jealously maintains control and presents you 
with preconceived ideas rather than carefully established facts. 

There is undoubtedly a tendency in the profession to evade 
the issue arising from these examinations: there is a fear that the 
findings may not be sufficiently tangible to justify the often con- 
siderable expenditure of money on the part of the patient. This 
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point of view is, I feel, entirely wrong. One might as well desist 
from an intubation in an apparently hopeless case of diphtheria, 
or from an appendectomy in the presence of a grave peritonitis; 
for the dangers in focal infections are often equally menacing. Nor 
does it suffice to rest satisfied with the verification of leads from 
the history, in view of the large and now well-established groups 
in which there are associated and combined infections. The whole 
system must be cleared of every source of danger. As a matter of 
fact, I have never experienced difficulty in securing the codperation 
of patients, or encountered dissatisfaction, once the matter had 
been clearly explained; and my experience now with these cases 
has been a very large one. The fact that Brown and Irons failed 
in only 1 per cent. of their cases shows what can be done in the 
matter, and surely offers the patient a good run for his money. 

I should like to invite a general expression of opinion in regard 
to the extent, sequence, and standardization in these examinations. 
As a starting point for discussion, then, it seems to me that, in 
the order mentioned, the following should be the minimum required: 

1. A thorough general examination of the body by the internist 
or practitioner, which shall include an inspection of the feces, a 
complete urinalysis, and a blood examination. In this examination 
great emphasis should be laid on the history, in view of the im- 
portance of establishing a past relationship between the ocular 
disease and some one of the known etiological possibilities. 

Under this heading it is taken for granted also that bacterio- 
logical examinations of the secretions from suspected foci, and of 
the aqueous humor, will be carried out as indicated; not alone for 
diagnostic purposes, but keeping in mind the possibility of securing 
valuable autogenous vaccines. 

2. A Wassermann test. Because of the important réle played 
by syphilis in diseases of the uveal tract, I have almost uniformly 
since its introduction made the Wassermann test a part of the 
routine examination; and my experience has only strengthened this 
resolution. I do feel strongly that no reliance should be placed 
on the history alone tn these cases. During the past year a Wasser- 
mann test has yielded a strongly positive reaction in five women 
who are, I am certain, entirely above reproach, and whose history 
gave no clue whatever to the infection. 

I must relate the story of one of these cases to illustrate a 
mental attitude occasionally seen, but difficult to understand. The 
patient was a gentlewoman who came to me with a double-sided 
iritis. Her physician refused absolutely to have a Wassermann 
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test carried out, and told a friend of the woman, who knew of the 
relation between syphilis and eye troubles, to ‘‘mind her own 
business’’ when she suggested a possible connexion in this instance. 
At the end of two years, when I saw the case, dense iritic adhesions 
were present on both sides, and vision was reduced to one half 
the normal. 

On the other hand, during the past winter, in two instances 
(one of scleritis, and the other a marked uveitis with deep scleral 
involvement) a negative Wassermann was contradicted by a 
striking improvement under anti-syphilitic remedies. 

Recent researches regarding the nature of the Wassermann 
test help to explain these discrepancies. The subject has been 
lately presented in a very lucid manner. by my colleague, Dr. 
Oertel*, whose paper, appearing in this month’s number of our 
JOURNALOF THE CANADIAN MEDICAL ASSOCIATION, Will be well worth 
a careful perusal. I will, however, read at this time a few extracts 
from the article as bearing on the point in hand: ‘There are,”’ 
he says, ‘‘several points which were plain from the start in relation 
to this and similar reactions. First, that itis strictly quantitative, 
so that all reagents employed, antigen, amboceptor, and comple- 
ment must be quantitatively titrated in order to determine their 
strength, before they can be employed for a reaction. Secondly, 
that certain technical precautions must be taken in order to obtain 
reliable readings. This applies particularly to the interpretation 
of what constitutes a positive reaction, for there are many cases in 
which the hemolysis is only partial or incomplete and in which it 
is doubtful whether this is produced by unfixed complement or, 
possibly, by a certain hemolytic property possessed by the human 
serum to be tested. Only the straight cut, complete occurrence 
or absence of hemolysis are decisive negative or positive reactions, 
partial reactions, i.¢e., partial hemolysis (often indicated by one 
plus or two plus by laboratory investigations) are not to be re- 
garded as positive Wassermann reactions. In order to avoid these 
errors and to simplify the procedure, various modifications of the 
reaction have been introduced. It follows that the physician or 
surgeon should have some intelligent acquaintance with the tech- 
_ nique and manner of interpretation of the laboratory worker to 
understand and apply results properly. . . . Taking all these facts 
into consideration it is clear that the Wassermann reaction is a 
colloidal absorption phenomenon and no chemical reaction; it 
depends for its occurrence upon the presence of lipoidal proteid 
complexes in the serum of syphilitics which, when put in contact 
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with other lipoida extracted from any lipoid-rich organs, possess 
the ability to absorb complement. What determines the specific 
absorption and fixation of these substances to each other is at 
present impossible to say. . . . These considerations are not only 
of theoretical, but of great practical importance, for the specificity 
of the Wassermann reaction has thereby been much limited. We 
are enabled to understand now better the gradually increasing 
number of instances in which the Wassermann reaction is positive 
in non-syphilitics and the lack of the reaction at time in syphilitics. 
As a result of long continued observations, carefully carried on by 
Dr. Bruére in these laboratories and by other observers, it may 
be laid down as a general proposition that any agent which either 
increases or diminishes the lipoid protein contents of the blood 
interferes with the reaction so that the results are unreliable as 
a test for syphilis. Under such conditions positive or negative 
reactions may occur. Thus, during digestion (particularly after 
fatty meals), acidosis, lipemia, and after chloroform or ether 
narcosis, the blood may give a strong Wassermann reaction in 
non-syphilitics, that is, lipoids are dissolved and then thrown into 
the blood. On the other hand it appears that the reaction after 
long chloroform or ether anzsthesia may become negative in syphi- 
litics, possibly because much lipoid has been dissolved out of the 
blood. Thus, the blood may also be negative and the cerebro- 
spinal fluid positive. The same applies to infectious diseases, 
especially where, as in pneumonia, rapid resorption of large amounts 
of inflammatory exudate occurs or in ulcerating tumors. Here also 
the blood becomes rich in euglobulin which is one of the components 
of the amboceptor in syphilitic blood. 

This very practical lesson must, therefore, be drawn, that, in 
order to obtain a reliable test for syphilis with the Wassermann 
reaction, it is necessary to use the following precautions: First: 
blood must be taken directly from vessels, avoiding the skin 
(subcutaneous fat), and not by blister or cupping. Second: blood 
should never be taken (a) after a meal (but while fasting); (6) dur- 
ing fever; (c) during any acute infectious disease; (d) during sup- 
purations or resorptions of large inflammatory ‘exudates (pneu- 
monia, empyema, etc.), or even in ulcerating or necrosing tumours; 
(e) after narcosis. Asasecond proposition, it may be put down that 
a negative Wassermann does not necessarily exclude syphilis.” 

3. Examinations of the nose and accessory sinuses, the throat, 
and the teeth by specialists to supplement those of the general 
practitioner. 
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It is a matter for wonderment, looking back, that we did not 
sooner appreciate the possibilities of infection from these fields, 
in view of the opportunities for bacterial development in the 
crypts of tonsils and adenoids, in the crevices and pockets about 
decaying teeth, and in the cavities adjacent to the nose, often so 
imperfectly drained and prone to closure; and considering also the 
intimate connections of these parts with the blood vessels, and 
especially the lymph vessels, of the head and chest. Our know- 
ledge, too, of the richness and virulency of the bacterial flora of 
these parts is now of some considerable duration. 

Of the three fields under discussion, that of the nose and ac- 
cessory sinuses is undoubtedly the most difficult. An z-ray plate 
of the upper part of the face, taken from the front, has seemed to 
me sufficiently often of value to justify its inclusion in the routine 
examination. In a recent case of mine (one of very severe uveitis 
with heavy clouds of vitreous opacities greatly reducing the vision 
in the only serviceable eye), who did not complain in any way of 
nasal disturbance, an x-ray plate, made for the sake of complete- 
ness, revealed marked disease of the antrum and of the ethmoidal 
cells as the cause of her ocular trouble. The history in this case 
led us at the outset to suspect disease in the teeth or in the pelvis 
of the left kidney. Rapid improvement followed drainage of the | 
affected parts by her rhinologist. 

I am not a nose specialist, but I am fully aware that explora- 
tion of the accessory sinuses of the nose is sometimes attended by 
difficulties; and we all know that it is not always possible to com- 
pletely eradicate the source of infection in these cases, even by the 
most radical methods. In another case of mine, who has had several 
attacks of what one might call insidious irido-cyclitis of the right 
eye, and is under treatment for a further relapse, the source of 
infection seemed to be located in the sphenoidal sinus; for definite 
inflammatory disturbances (headache, discharge, etc.) were ob- 
served a year ago at this point, following an attack of la grippe. 
As the iritis antedated the sphenoiditis by a year, and the findings 
were otherwise entirely negative, I took the view that a latent 
inflammation had apparently been stirred up by the influenzal 
seizure. The sphenoidal symptoms entirely subsided under treat- 
ment, and my colleague has been loth to undertake what might 
prove to be a purely exploratory operation in view of the rather 
frail condition of the patient’s general health. The present eye 
seizure leaves us apparently no alternative. 

I am indebted to my colleague, Hamilton White, for the fol- 
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lowing brief summary of the question of focal infection in the 
tonsils: 

‘“‘In determining the question as to whether the tonsils in a 
given case are likely to furnish a source of infection or not, there 
are two main points upon which an opinion may be based: first, the 
clinical history, and, second, the local examination of the tonsils. 

“The clinical history which definitely indicates infective trouble 
in the tonsil, is that of recurring attacks of sore throat or tonsilitis. 
In such cases the condition is usually one of chronic infection, with 
periods of acute activity which usually indicate or follow a lowering 
of the general resistance from fatigue, exposure, or some other 
depressing influence. The history of a peritonsillar abscess is very 
definite evidence of infective trouble in the past, and such a case is 
especially likely to show persistent latent trouble. A clear history 
of tonsillitis is not always given, but the patient may state that 
colds usually start in the throat, or that they have frequently a 
feeling of fulness and discomfort in the throat. Swelling of the 
glands at the angle of the jaw is important if present, but absence 
of swelling is of no importance. 

“‘The local examination in a typical case shows probably some 
enlargement of the tonsils, but what is much more important is 
the presence of retained plugs of exudate in the recesses of the 
tonsil. These recesses are most marked in the so-called ‘buried 
tonsil’ where a fold from the anterior pillar is adherent to the 
surface of the tonsil and tends to produce a recess of considerable 
depth. In some cases typically infective, the tonsil is small and 
quite hidden behind the anterior pillar. Where the superficial 
examination is negative, but the history points to tonsillar trouble, 
plugs of exudate can sometimes be demonstrated by squeezing the 
tonsil in a fixation forceps.”’ 

Regarding the teeth, pyorrhcea, so extremely prevalent, is 
probably seldom responsible for metastases, and then only in those 
cases in which there is a tendency to invasion of the deeper tissues, 
with the formation of lateral pockets giving rise to retention. The 
chief source of danger is to be found in the deeply situated alveolar 
abscess; and, as these are usually silent, an x-ray photograph is 
essential for their detection. 

In May, 1915, a man, aged thirty-eight, consulted me for an irido- 
cyclitis, and was given a most thorough systemic examination by 
one of my colleagues, who reported everything negative. The man’s 
dentist declared there was nothing amiss in his field. The inflam- - 
mation became more severe and secondary glaucoma developed. 
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I made frequent interrogations regarding the teeth, but received 
always the reply that they were perfectly sound. Finally, however, 
a@ pyorrhoea was reported to be present, and the man was referred 
to another dentist posing as a specialist for this trouble. In the 
end, the pyorrhcea was reported as having practically disappeared, 
but the ocular disturbance continued unabated. Dissatisfied, I 
took advantage of a trip my patient was making to the south 
to refer him to a well-known dental surgeon, primarily with the 
idea of obtaining an autogenous vaccine. An z-ray plate, how- 
ever, taken there for the first time, revealed a large alveolar abscess > 
and the removal of the tooth was followed by an immediate im- 
provement in the eye condition, and a gradual and complete re- 
covery. 

4. The reports, among others, of Brown and Irons, in which 
the iritis was associated with nonvenereal infections of the genito- 
urinary tract, including two of the prostate; of Davies’ in which 
the uveitis originated in a cystitis, itself in turn due to bowel in- 
fection; and of Taylor®, where ulceration of the cervix uteri was 
held accountable, have made me feel that the assistance of the 
gynecologist and of the urologist has not been as fully requisitioned 
in my work as it might have been in supposedly non-venereal 
patients. 

5. Certainly in the absence of satisfying data, and perhaps 
as a routine measure, specific tests for tuberculosis. will now be 
instituted, having regard always to the recognized contraindica- 
tions.* 

Inasmuch as it alone can give rise to focal reactions, the 
subcutaneous tuberculin injection is the only test that yields posi- 
tive evidence of the disease; though, of course, as has been shown 
by repeated pathological examinations, an absence of a focal 
reaction does not exclude tubercle. Cautiously given, I have never 
seen a focal reaction do harm; on the contrary, in an experience 
that now embraces numerous cases, I have never failed to see any- 
thing but improvement follow its occurrence. 

Under certain circumstances with adults, and generally with 
children, one must be satisfied with von Pirquet’s test. It indicates 
only at best, when positive, that a tubercular process exists some- 
where in the body. A positive von Pirquet taken in association 
with physical signs in other parts of the body, and negative findings 
as regards any other etiological factor, is presumptive evidence of 


* See Lawrason Brown, Osler and McCrae’s System of Medicine, vol {, p. 450. 
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the tubercular nature of an uveitis, sufficiently strong to justify 
a provisional diagnosis, and the administration of specific treatment 
as indicated. In this connexion my feeling is, that if a case of 
uveitis, supposedly tubercular, fails to respond to tuberculin pro- 
perly given, a reconsideration of the diagnosis is essential. 

Up to this point the steps of the systemic examination seem 
to be quite clear, and there is no doubt that failure to establish 
the etiology will seldom occur if a routine such as I have outlined 
is knowingly followed. There are, however, a few additional 
avenues of investigation open in those cases in which the search 
ends negatively. 

Judging from the numerous reports in the literature, a con- 
nexion, if not a causal relationship, exists between uveal inflamma- 
tions and those gastrointestinal conditions embraced under the 
loose term of auto-intoxication, intestinal stasis, or intestinal 
sepsis; and in doubtful cases this field should be carefully worked 
over. It is a question, however, if elaborate metabolic tests, 
Barium meals, and the like are worth while. My colleagues in 
medicine at the Royal Victoria Hospital, with every facility at 
hand in the way of alaboratory perfectly equipped for work of this 
kind, feel that little additional information is to be gleaned beyond 
what is yielded by painstaking clinical examinations. 

What can be done in the way of identifying the micro-érgan- 
isms in these cases by means of complement fixation tests? This 
subject was enthusiastically treated in October, 1915, by the late 
Wendell Reber, who wrote as follows: 

“The laboratory findings that are now at our disposal fall 
under what are known as complement fixation tests, and comprise 
reactions as to the following organisms; 

The Spirocheta Pallida (Wassermann test). 
The Gonococcus. 

The Pneumococcus. 

The Streptococcus. 

The Staphylococcus Albus. 

The Staphylococcus Aureus. 

The Bacillus Influenza 

The Bacillus Coli. 

The Micrococcus Catarrhalis. 

Five of these organisms have already been shown to sustain 
a causative relation to iritis. The Spirocheta pallida and the 
gonococcus are already well known in this relation. Bradburne 
(Ophthalmology, vol. viii, page 175) has shown the streptococcus 
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as causative. Gray Clegg (Ophthalmoscope, vol. xiii, June, 1915) 
has recently reported uveitis going on to enucleation in which the 
pheumococcus was the sole organism cultured from the specimen. 
It is noteworthy that three other ophthalmic surgeons who saw the 
ease with Clegg diagnosed a tubercular process. Finally I have 
recently reported a relapsing iritis that seems to have been due to 
post-influenzal toxins, Wassermann, gonococcus and all others 
save influenza fixation tests being negative. It responded beauti- 
fully to influenza bacterin without any other internal treatment. 
There is little reason to doubt that the staphylococcus family will 
sooner or later be similarly held on the same count.” 

Excluding the Wassermann test, which is not a true comple- 
ment fixation test, the results obtained by Reber in a study of 
fifteen cases do not strike me as altogether justifying his optimism. 
However desirable, the possibilities at the moment of classifying 
our cases on the basis of diagnoses secured in this way are not good. 
A good deal seems to depend on the individual bacteriologist. My 
colleague, Dr. Bruére, while deprecating the acceptance of anything 
below a 75 per cent. reaction, feels, however, that complement 
fixation tests given by cocci (including gonococci and pneumococci) 
may be of some value in obscure cases, if the work is carried out 
with great care, and the antigens, polyvalent in character, are care- 
fully and repeatedly tested. 

One final word. It should be of equal importance in these 
investigations to seek out all the causes that tend to lower the 
natural combative forces of the body. The great majority of 
people carry with them, as they come and go, foci of infection, yet 
only a small percentage develop metastases. It is in moments of 
lessened resistance that bacterial processes extend. Following 
these lines our problem leads us into the broad fields of preventive 
medicine, the aim of which is to help man by placing him in a better 
moral and physical environment. 
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THE DISEASE OZANA 
By D. J. Giss WisHart, M.D., 


Toronto 


TROPHIC rhinitis with its unknown etiology and ab- 
solutely empirical methods of treatment, has long been a 
standing reproach to our specialty, and I propose, in the few 
remarks which follow, to endeavour to make you acquainted 
with what is being accomplished toward the elucidation of this 
difficult subject. 

At the third meeting of the International Laryngo-Rhino- 
logical Congress, held in Berlin in August, 1911, the appointment 
of an international committee for the collective investigation 
of the disease was urged by Professor Alexander, and it is in- 
teresting to note that of the three gentlemen appointed on that 
committee, Professor Alexander alone survives. This com- 
mittee entrusted the investigation for Great Britain to the hands 
of Dr. Brown-Kelly of Glasgow, and work in the United States 
was put in the hands of Emel Mayer of New York. Schedules 
were sent out to the various gentlemen appointed in charge of 
districts in Great Britain and Canada upon which records could 
be taken of the cases which presented themselves for examination; 
instructions were given that school children, inhabitants of or- 
phanages, asylums, refuges, etc., be thoroughly examined and 
thus statistics arrived at that would show the proportion of cases 
according to the population, together with their land of birth, 
etc. This schedule took up the following points: — 

Ist. General, including name, origin, etc. 

2nd. Clinical history. 

3rd. General bodily condition. 

4th. Conditions found in the upper ear passages, inclusive 
of the measurements of the skull, palate, etc. 

5th. Complicating affections. 

6th. Heredity or infection. 

In number three, the examiner was requested to obtain a 
Wassermann. , 

Owing to the expense of the last named examination and 
the great amount of detail covered by the schedule and the ex- 
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pense involved, the committee in the United States made little 
progress and presently abandoned the task. The work was carried 
on in Britain through certain funds that were contributed, but 
in Canada very little progress was made. 

It was intended that the report should be presented at the 
Fourth Congress, which was to be held in Hambourg in 1915, but 
the war has prevented this being held, and stopped, it is presumed, 
the work at every point at which it has been taken up. 

In 1899, Dr. Fernando Perez of Buenos Ayres, described 
in the Annals of the Pasteur Institute a small polymorphous, 
gram-negative immobile rod as the existing cause of Ozzena, and 
termed it the ‘‘Cocco-bacillus foetidus ozene”. Although followed 
by several other articles, his report received scant attention, and 
it was not until 1913 that his results received confirmation after 
being submitted to the Institute of Sero-Therapeutics of Vienna, 
and in November, 1913, he read a paper on the subject at the 
meeting of the Berlin Laryngological Society. In this paper he 
stated that he recognized ozena as a family disease and that 
moreover it was infectious. He then described the method in 
which he isolated the Perez bacillus, the cultures of which gave rise 
to a specific, characteristic odour exactly similar to that of the 
disease. Injections of one quarter ccm. of a bouillon culture 
into the marginal skin of the ear of a rabbit caused death in twenty- 
four hours. At death, the changes were found in the nasal pas- 
sages and consisted in inflammation of the mucous membranes of 
the turbinates, especially the anterior which corresponds to the 
inferior in man. Bacteriological examination revealed the pre- 
sence of the injected organism. 

Contagiousness had been investigated clinically, and ninety- 
three cases had been found in which the disease had been trans- 
mitted from one member of the family to one or several other 
members, and thirty cases in which the disease had been con- 
tracted by coming into contact with subjects of ozena, but were 
not members of the same family. He also had proved bacterio- 
logically and clinically that the disease might be transmitted to 
man by the dog, and that the cocco-bacillus of ozena occurred 
normally in the dog’s nose and increased in those suffering from 
distemper. 

Attention being thus drawn to the Perez discoveries, an 
investigation was taken up by Hoffer of Vienna who entered 
into a very complete study of experiments. He found great, 
difficulty in isolating the Perez bacillus owing to the great variety 
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of organisms present in ozena crusts. He, with Koffer, tried a 
vaccine obtained from strains from seven different cases of the 
disease, which was used subcutaneously in doses of ten to five 
hundred million organisms weekly. In these cases, a nasal re- 
action was observed, acute cold in the head with marked pulsation, 
epistaxis, redness of the nostrils, etc., and in some cases flushing 
of the face and feeling of heat in the head, headache, frontal pain, 
etc. Sooner or later a diminution or complete cessation of the 
foetor was observed. 

These investigations of Hoffer were carried on during 1914, 
at which time there were working in his laboratory in Vienna 
three American gentlemen, one of whom was Dr. Henry Horn 
of San Francisco. These gentlemen were obliged to leave Vienna 
on account of the war and brought with them a number of cul- 
tures, and ever since Dr. Horn has been carrying on an extended 
investigation of the Perez bacillus and observing the result of 
treatment of cases with vaccines. His preliminary report was. 
presented before the American Medical Association at San Fran- 
cisco in 1915. In this report he points out that Hoffer had seemed 
to be unduly optimistic about the results of his investigation. 
The isolation of the organism proved to be exceedingly difficult, 
and many of his vaccine experiments have been failures. In this 
connexion he described the method of examining the noses of 
the rabbits which had been injected with the organism cultures 
and the method of obtaining cultures from patients in the clinic. 
A crust was taken from the nose preferably at the anterior end 
of the middle turbinate. This was incubated in bouillon for 
twelve hours and then spread on agar petri dishes for twenty-four 
hours’ incubation, and then fished and transferred to agar slants. 
The characteristic odour was developed after twenty-four hours. 
The agglutination test was not a success. It was found that 
many of the cases which clinically were true ozena did not possess 
the Perez bacillus, but did possess the Friedlander, and the first 
point made in this preliminary statement is that ozena is probably 
a mixed infection and that types resembling each other clinically 
are derived in one case from the Perez and in the other case from 
the Friedlander bacillus. Horn had also found it difficult to pre- 
pare antogenous vaccines. He found that the clinical mani- 
festations were the best guide to the dosage and that this varied 
with every vaccine and with every patient. He narrated the 
history of six cases which showed marked improvement after 
treatment with from five to fifteen injections, namely, either from 
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loss of odour, the softening of the crusts, and an improvement in 
the feeling of tightness across the forehead. His conclusion was 
that the cocco-bacillus foetidus ozenz (Perez) answered all the 
bacteriological requirements as the factor in ozena. 

At the meeting of the American Laryngological, Rhinological 
and Otological Society, held in White Sulphur Springs, Virginia, 
in 1916, Dr. Horn and Dr. Victors contributed a long brochure 
showing the result of their work since the presentation of the 
preliminary report. At this time, they were able to state that their 
work had consisted in the more exact study of the morphological 
characteristics of the organism, and in an endeavour to co-relate 
it with the bacillus bronchosepticus and that it assumed that 
close relationship to the Friedlander group seemed to be fully 
settled in the negative. They proved that the organism was 
definitely motile. Clinically, they definitely divided clinical 
ozena into a Friedlander and a Perez group, but were not able 
to differentiate the cases except bacteriologically, yet wherever 
a clinical diagnosis of ozena was made, they were able to demon- 
strate definitely either one or other of these two groups with the 
predominating organisms. Turning to the examination of the 
cases, the sexes were about equal and Americans as numerous 
as foreigners. Syphilis was found in some of the cases, but the 
antisyphilitic treatment had no effect upon the ozena, and they 
believed it played no role in the etiology. The entire mem- 
brane of the nose, included with the accessory sinuses was found 
to be affected, and the Perez bacillus in pure culture was obtained 
from the sub-mucous tissues by painting the pure tincture of 
iodine upon the cocainized turbinate and puncturing through 
this area. 

The doses administered began with two hundred million, 
repeated every twenty-four hours until there were symptoms of 
reaction, the dose being doubled each time. The dose which 
caused the reaction was considered the minimum therapeutic 
dose, and this was given every seventy-two hours. Improve- 
ment was discovered after the fourth therapeutic dose, and the 
first course consisted of twenty injections. No evil effect was 
seen in children from these large doses. 

Horn and Victors, in this article, deal -carefully with the 
adverse results obtained by Burckhardt and Oppikofer, who 
were experimenting also with Hoffer’s strains. 

They stated that in size, shape, tinctoral reaction and mo- 
tility the bacillus bronchosepticus and bacillus Perez are almost 
identical. 
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At the recent meeting of the American Laryngological, Rhino- 
logical and Otological Society, in Atlantic City, I had the pleasure 
of listening to a third contribution from Horn, giving details 
of his past year’s work. He definitely confirmed his findings of 
last year with reference to the close resemblance of the bacillus 
bronchosepticus to the bacillus Perez, and gave the results of 
continued observation of the cases reported in the previous ar- 
ticles which had been treated with the vaccine. He still considered 
that the therapeutic effect of the vaccines was satisfactory and 
considered a number of them as clinically cured in that they were 
free from odour, practically free from crusts, and able to attend 
to their duties without feeling that their presence was annoying 
to their companions. He did not find, however, that these cases 
were bacteriologically cured, namely, that it was impossible to 
detect the presence of the Perez bacillus, and moreover it developed 
in discussion that these patients required the use of a douche 
occasionally. 

Discussion of the paper was taken part in by Professor Miller 
of the Minnesota University, and Dr. Dwyer the pathologist of 
the Manhattan Eye and Ear Hospital. Neither of these gentle- 
men agreed with Dr. Horn. Professor Miller objected: First, 
on the score that it was not proven that the rabbits used to ob- 
tain cultures had not previously suffered from the disease, and, 
second: that the formation of crusts in cases that had been treated 
over three years and the presence of the Perez bacillus in these 
cases indicated the non-specific character of the vaccine employed. 
Dr. Dwyer did not go so far in his opposition to Dr. Horn’s findings 
as did Professor Miller, who expressed grave doubts as to whether 
we were yet upon the right track with reference to the etiology 
of this disease. 

I have endeavoured to make you acquainted with the work 
that is being carried on in this country, both in order that some 
of you may be encouraged to undertake experiments for your- 
selves, and that you may recognize that scientific investigation 
in nose and throat disease is not a stranger to this continent. 

It seems definitely proven by the results obtained by Dr. 
Horn in the forty odd cases with which he dealt in his papers, 
that the cases which we have classed together as ozena, do not 
all arise from the same cause, and that even if the Perez bacillus 
be not the true zxtiologic factor in the spread of this horrible dis- 
ease, the use of vaccines is capable of assisting our patients more 
satisfactorily than any form of treatment which has hitherto been 
tried. 
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VESICAL SYMPTOMS IN RENAL DISEASE 
A PRELIMINARY REPORT FROM 
THE DEPARTMENT OF UROLOGY 
ROYAL VICTORIA HOSPITAL 
MONTREAL 


By D. W. MacKenziz, M.D. 


{7 is well recognized that frequent, painful urination, hematuria 

and pyuria are among the symptoms of renal disease, but 
that one or more of them may be the only subjective signs, does 
not seem to have received sufficient recognition by the profession 
in general. ' 

The history from practically all our patients of prolonged 
bladder irrigation for so-called cystitis, and several suprapubic 
cystotomies for supposed surgical conditions of the bladder in 
patients suffering from some form of infection in their upper urinary 
tract has led us to again bring this subject before the profession. 
The renal conditions which are most frequently the cause of vesical 
symptoms are: Tuberculosis, pyonephrosis, pyelitis, and renal 
and ureteral calculi. 

Renal tuberculosis. That the presence of renal tuberculosis 
is usually recognized through the irritability which it causes in the 
bladder is a fact frequently disregarded. It has been said “that 
for the best interests of the patient, it would be well to regard every 
case of diurnal irritability of the bladder, persisting over a period 
of several months, and accompanied by more or less pyuria, as 
due to renal tuberculosis until it can be proved otherwise’. 

All our patients with renal tuberculosis came complaining 
chiefly of frequent painful urination by day and night; some had 
intermittent pain in the bladder region; many had at some time 
or other passed little or more blood; all had pyuria; tubercle bacilli 
were demonstrated in most of the cases; and only a few had slight 
discomfort referred to the kidney region; all gave a history of 
definite symptoms of bladder irritation for from four months to 
four years. 


Read at the forty-eighth annual meeting of the Canadian Medical Association 
Montreal, June 15th, 1917. 
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Braasch, from the Mayo Clinic, from an extended period 
reported two hundred and twelve cases operated upon for renal 
tuberculosis; of these seventy-one per cent. had vesical symptoms 
for more than a year; thirty-seven per cent. over five years. 

It is needless to say that for the best interests of the patients 
such cases should come to operation long before these lesions 
become so advanced. Early recognition of the disease not only 
improves the prognosis, but, what is more important, it may pre- 
vent the unfortunate deep-seated infection of the bladder—the 
bane of the post-operative treatment of tuberculosis of the urinary 
tract. This is especially true in the male where the prostate com- 
plicates conditions. 

Hematuria was only found in male patients, perhaps because 
it generally comes from bladder ulceration which is often more 
marked in the male than in the female. 

Pyonephrosis. Advanced infection of the kidney naturally 
causes more or less infection of the bladder, and more or less symp- 
toms of cystitis. 'The vesical symptoms are, however, often not so 
pronounced as in tuberculosis, but when the cystitis is severe, the 
infection unilateral, and the urine from the infected side grossly 
purulent, the symptoms from the two conditions closely resemble 
each other. On the other hand general infection of the kidney may 
occur with purulent urine, and only slight involvement of bladder 
mucosa with mild vesical symptoms. Localizing symptoms re- 
ferred to the kidneys rarely occur except from complications 
such as kidney retention, etc., the irritability of the bladder alone 
calling attention to the presence of kidney infection. All our 
cases of pyonephrosis complained of frequent urination with 
pyuria, and several were treated for either so-called cystitis or 
gonorrheeal prostatitis for periods from two months to four years. 

Pyelitis. Infection of the: rena” pelvis necessarily occurs 
together with infection in the adjacent renal tissue and in the 
ureters and bladder. Practically every case of pyelitis is accom- 
panied by more or less cystitis, although not every case of cystitis 
is accompanied by pyelitis; I feel the majority of cases of cystitis 
will be found to be the result of renal infection. Particularly is 
this true of the male, where, with the exception of those infections 
localized to the base of the bladder extending from a urethritis, 
or resulting from local irritation, urinary obstruction or trophic 
disturbance, a pyelitis may be demonstrated in every case. In the 
female, however, cystitis will be found much more frequently 
without any demonstrable renal involvement, particularly that 
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chronic type of cystitis so frequently found, and which is charac- 
terized by mild chronic inflammation of the trigone and vicinity, 
and generally accompanied by more acute subjective symptoms 
than the findings warrant. However, when the bladder is ex- 
tensively involved renal infection may be demonstrated in the 
majority, if not in all cases. 

All of our cases of pyelitis gave evidence of bladder irritation 
with frequent urination, and most of them complained of bladder 
pain. Several also complained of symptoms referred to the kid- 
ney region. In all coli communis bacilli were found on culture. _ 

Nephrolithiasis. Most, if not all, patients with renal cal- 
culus give a history of frequent urination with more or less pyuria, 
and many of them are treated as cystitis per se. One of our 
patients had bladder lavage intermittently for years. Tender- 
ness on deep pressure in the costo-lumbar angle is always suggestive 
of infection with kidney tension, retention, or stone. During colic, 
resulting from urinary obstruction in kidney or ureter, irritability 
of bladder and frequency are often prominent symptoms, and may 
be the chief point in differential diagnosis; in fact, the absence 
of vesical irritability coincident with pain would be a factor in 
exclusion, in the interpretation of a doubtful renal or ureteral 
shadow. The so-called classic symptoms of renal calculus— 
hematuria, renal colic and kidney pain—are so often absent as 
to be a negligible factor in arriving at a proper diagnosis. 

Ureteral calculus located in the lower ureter generally gives 
symptoms of bladder irritation, and the pain from any ureteral 
calculus may be referred to the bladder, scrotum, or thigh. When 
the stone is lodged in the vesical portion of the ureter the pain 
is often referred to the neighbourhood of the bladder neck and the 
vesical irritation may be persistent. We have frequently found 
rather constant pain in the suprapubic or lower inguinal region 
following the passage of a more or less impacted stone from the 
lower third of the ureter. This, I believe, is caused by a localized 
periureteritis, the result of ulceration in the ureteral mucosa. Of 
our nine recent cases of ureteral calculi four complained of inter- 
mittent frequency; of these all had their stone in the lower third 
of the ureter. Only one had pus in the catheterized specimen of 
the urine. 

No so-called cystitis should be regarded as such without 
a careful exclusion of possible renal infection. The treatment 
of these patients by internal medication supposed to have urinary 
antiseptic action, or worse still, operation on the bladder or fe- 
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male pelvic organs is strongly to be condemned unless a careful 
investigation has first been made to exclude the presence of any 
etiological renal infection. Although a large proportion of cases 
of cystitis are the result of renal infection, it should not be stated 
that cystitis may not exist as a primary and sole focus of infection 
of the urinary tract, this is particularly true of the female, but 
our findings seem to show that they are relatively few. 

Of one hundred and thirty-six patients recently referred 
to us for urological examination, one hundred and nine complained 
of vesical symptoms: of these thirteen proved to be renal tuber- 
culosis; five pyonephrosis, unilateral; two bilateral; six bilateral 
pyelitis; two hydronephrosis from obstruction of the ureter; four 
renal calculus; nine ureteral calculus; four ureteritis from calculus; 
two tumour of the kidney; two double ureter, one with impacted 
stone and pyonephrosis; five vesical calculus; two diverticulum of 
the bladder; eight tumour of the bladder; ten prostatism; one 
carcinoma of the prostate; two perivesical adhesions (post-opera- 
tive); one congenital horse-shoe kidney; seven cystitis; three 
trigonitis; nine chronic prostatitis; ten chronic interstitial nephritis; 
four urethral stricture; and twenty-five no urinary lesion. 

The simplest way to determine the presence of renal infection 
obviously is by ascertaining the presence of pus in the urine ca- 
theterized from the respective kidneys, and the determination of 
the organism by smear or culture. The amount of pus in these 
specimens may vary considerably, depending on the stage of in- 
fection at the time of examination. Indeed during dormant 
intervals only occasional pus cells may be found; at such times 
bacteriological examination of the catheterized urine will often 
give evidence of the renal infection. The finding of no pus at a 
single renal catheterization would therefore not exclude the possi- 
bility of a quiescent renal infection. Renal functional tests often 
aid greatly in determining the presence and extent of such con- 
ditions. Phenol-sulphone-phthalein and urea are particularly suit- 
able, perhaps because the one dovetails so well into the short- 
comings of the other. It has long been recognized that tuber- 
culosis of the kidney, pyonephrosis, hydronephrosis, etc., give 
diminished renal functional output, indeed the extent of the in- 
volvement of the kidney tissue can often be well estimated by the 
amount of the patient’s phthalein output. 

Infection of the renal pelvis and ureter is followed by di- 
latation of the walls as the result of cicatricial change. Demon- 
stration by pyelogram of such dilatation in the outline of the renal 
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pelvic or ureter would be conclusive evidence of previous active 
infection, even though the urine failed to show any evidence of 
active infection on microscopic examination. A pyelogram more- 
over may be of value in the differentiation between infection in- 
volving the pelvix, and that involving the parenchyma, determined 
by changes peculiar to each. 

As a working basis for the staff, we have adopted the follow- 
ing as routine in examination of such patients admitted to our 
service: 

1. History: 

General 
Urological—Pain 
Frequency 
Hematuria 
Cloudy urine 
Cystals and Calculi 
Previous treatment. 
2. Physical Examination: 
(a) General 
(b) Urological—Inspection—Tumours, urethral discharge, 
cedema, malformations, etc. 
Palpation—Bimanual of renal regions, 
tenderness, muscular spasm, _ tu- 
mours, varices. Rectal—prostate 
vesicles—size, contour, consistency, 
fixation and tenderness. 
Exploration of urethra with soft catheter. 
Residual urine. 
Capacity of bladder. 
Blood count and smear. 
3. Urinalysis. 
4. Renal function (1 c.c. phenol-sulphone-phthalein intra- 
muscularly): 
Appearance time 
First hour 
Secondhour ... . . per cent. 

5. Blood culture (septic cases). 

6. X-ray. 

7. Cystoscopy: 

Urethra 
Bladder mucosa—cystitis, ulceration, trabeculation, di- 
verticulum, neoplasm, calculus. 
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Ureteral orifices—Size, shape, position and function. 
Ureteral catheterization—_ 
Left 

Macroscopic 

Volume 

Urea 

Urea—Volume 

Microscopic 

Smear 

Culture: (Lab. No. 

Guinea-pig inoculation (only occasionally done) 
Comparative Function (1 c.c. phenol-sulphone-phthalein 

intravenously) 
Left 
Appearance time ; 
Amount in10 minutes . .. percent. .. _ per cent. 
Amount in bladder at close . per cent. (Leakage ) 
10 c.c. indigo-carmine intravenously (when necessary) to 
locate internal openings. 
(Obstruction to catheter.) 
X-ray catheters—pyelogram 
Wax-tipped catheters 
8. Treatment. 


| where indicated. 


THE Illinois Vigilance Association has issued four pamphlets 
on the problem of venereal diseases for inexpensive or free distri- 
bution. The Association is a welfare organization, is incorporated, 
and is not for profit. The pamphlets, four in number, are en- 
titled: ‘Lord Kitchener’s Instruction to Soldiers,’ “Three Great 
Army Records,” “For Our Sons,” a translation from the French 
by Prof. Alfred Fournier, “For Our Daughters,’”’ by Dr. Charles 
Burlureaux, member of the Society of Sanitary and Moral Pro- 
phylaxis of France. Both “Three Great Army Records” and Prof. 
Fournier's pamphlet contain unusual and extremely valuable 
information. Lord Kitchener’s “Instructions” greatly improved 
conditions in India, while the pamphlet, “ For Our Daughters,” 
treats in an excellent manner a difficult problem. 
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ABDOMINAL SURGERY AS A FACTOR IN THE 
TREATMENT OF PULMONARY 
TUBERCULOSIS 


By Norman H. Beat, M.D., F.A.C.S. 


Associate Professor of Surgery, Medical Faculty, Western University, — 
London, Ont. 


THE coéxistence of pulmonary tuberculosis with other patho- 
logical lesions is a factor recognized by all pathologists. In 
some instances the chest condition is the dominant factor; while 
in other cases the lung condition is of minor importance, being 
overshadowed by the coéxistent pathological lesion. Though 
attention has been drawn to this by several writers, ', 7, never- 
theless the significance of this fact is not’ sufficiently recognized in 
its clinical bearing. Once a patient develops a recognizable 
tuberculous lesion there seems to be a tendency on the part of 
many practitioners to attribute every symptom subsequently 
developing, to the tuberculous process, while, as a matter of fact, 
this is often not the case. In not a few instances serious conse- 
quences follow the failure to recognize the significance of these 
nontuberculous manifestations in tuberculous patients. 

The following considerations of the surgeon’s viewpoint in 
such cases where the coéxistent factor was an abdominal lesion 
are offered as a result of the writer’s experience with a series of 
cases presenting this dual condition. 

Acute Abdominal Lesions. The surgeon is called in con- 
sultation from time to time in cases of active pulmonary tuber- 
culosis undergoing treatment who have developed an acute ab- 
dominal condition which under ordinary circumstances would 
call for immediate operation. These cases tax the judgement of 
the consultant to the utmost. They are obviously poor operative 
risks; and, with the often added opposition of the attendant phy- 
sician to surgery in such cases, one hesitates to advise surgical 
intervention. When, however, this seems imperative, and is 
undertaken, the results are occasionally not all that might be 


Read at the forty-eighth annual meeting of the Canadian Medical Association, 
Montreal, June 13th, 1917. 
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wished. Nevertheless in the great majority of carefully selected 
cases, the operative ordeal is well borne, and the marked and 
rapid improvement following subsequently in the chest condition 
is very striking indeed. 

The conclusion seems obvious that the abdominal condition 
has been a deterrent factor to such an extent that the pulmonary 
tuberculous condition could not be arrested or overcome. This 
class of case occurs frequently in patients undergoing institutional 
treatment for pulmonary tuberculosis. The cases of this character 
we have seen were all cases of acute appendicitis. 

Chronic Abdominal Lesions. Another group of cases has 
been studied, namely, institutional cases presenting a subacute, 
or chronic, abdominal condition, manifested by attacks of ab- 
dominal pain and vomiting. These attacks are always followed 
by loss of weight, in the cases we have seen, equal to the amount 
gained in the interval between attacks. Surgery in such cases 
was not imperative, but rather a matter of judgement as to whether 
the removal of the abdominal condition would be followed by 
improvement in the chest condition. As examples of this type 
of case we have seen two cases of cholelithiasis, four cases of chronic 
appendicitis, one case of gastric ulcer, one case of tuberculosis 
of the cecum, two cases of tuberculous peritonitis, and one case 
of tuberculous salpingitis. 

In two cases of pulmonary tuberculosis in women with uterine 
fibroids, uterine hemorrhage seemed to be a potent factor in 
keeping the patient’s condition below par, and operation was 
undertaken on this account. 

Many of these cases were patients in the Queen Alexandra 
Sanatorium, under the direction of Dr. D. A. Craig, with whom 
they were studied. 

Our acute cases all did well; one after a stormy convalescence. 
All showed much more rapid improvement in the lung condi- 
tion following operation than they had made under the same 
institutional regime before operation. With two exceptions, the 
chronic cases have been operated on, with the following results, 
which we consider justified in the majority of instances, our hopes 
that the removal of the abdominal factor would enable the patient 
to overcome more effectively the pulmonary condition. 

In the two cases of cholelithiasis and four cases of chronic 
appendicitis, so marked has been the improvement on the pa- 
tients’ condition, following operation, that:-Dr. Craig and the 
patients themselves feel convinced that this was the great factor 
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in turning the tide in the patients’ favour in regard to the lung 
lesion. One case diagnosed cholecystitis,—but which at opera- 
tion and subsequent microscopic examination, proved to be a 
tuberculous appendix—did badly. The lung condition was ob- 
viously aggravated by the anesthetic, and the patient had a 
marked exacerbation of the tuberculous process, with distressing 
eough. The wound broke open, down to the peritoneum. With 
careful nursing the wound closed after nine weeks, and though 
the patient had no return of her abdominal trouble, which had 
given much previous discomfort she eventually died of her 
tuberculous condition. 

The cases of tuberculous peritonitis were as follows: One, 
apparently of the ulcerative type, has not been deemed a case 
suitable for operation. In the case of a girl of sixteen, primarily 
an early pulmonary case, later developing the acute form of 
tuberculous peritonitis, operation was undertaken to relieve the 
cardiac and respiratory embarrassment. The usual procedure 
was followed. The abdomen was emptied of a large quantity 
of clear straw-coloured fluid, through a small incision, and closed 
immediately. No lesion was discovered in the abdomen. The 
chest condition improved markedly, with the patient’s general 
improvement. Her condition remains satisfactory nineteen months 
after laparotomy. 

In the case of tuberculosis of the cecum, Dr. Craig and the 
writer both advised against laparotomy. This was, however, 
. performed elsewhere. No benefit followed, the patient dying 
two months after. 

The cases of uterine fibroids following hysterectomy did — 
splendidly. In both, the lung condition has remained arrested. 

In one, a school teacher of thirty-eight, the hemoglobin 
continued to drop till it reached thirty-six per cent, in spite of 
vigorous treatment. A transfusion of 620 c.c. of blood from a 
sister was given three days previous to hysterectomy. Thirteen 
weeks following removal of the uterus the hemoglobin was seventy- 
six per cent., her weight had increased eighteen pounds, and she 
had become afebrile. She is one of our most satisfactory re- 
sults, as the outlook previous to operation was very grave. 

The case of tuberculous salpingitis has not been long enough 
under observation since operation to claim anything for it. Her 
condition at present is, however, satisfactory. 

No mention is made of more radical procedures, such as 
resection of tuberculous intestine,* short circuiting,*,°, etc., which 
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have been successfully performed by some surgeons in these cases, 
as any such cases we have seen did not appear to be suitable for 
surgery. 

In regard to this group of chronic cases it would appear that 
abdominal pain, interference with the digestion and nutrition, 
and hemorrhage, when due to abdominal or pelvic lesions and 
accompanied by loss of weight or a failure to gain, are determining 
factors in keeping the patient suffering from céexistent pulmonary 
tuberculosis, below par; and the removal of the abdominal lesion 
is followed by marked improvement in the lung conaition. 

In undertaking surgery in these cases every detail should 
receive careful consideration as the result may finally depend 
on apparently minor factors. Among these are the following: 

(a) Place of Operation. It is advisable when possible to 
operate upon these cases in the sanatorium where they are being 
treated for the lung condition, rather than in a general hospital. 
Dr. Craig is having a small operating plant installed in the new 
Reception Hospital of the Queen Alexandra Sanatorium, and we 
believe this might be imitated elsewhere with advantage to the 
institutional case who may need surgical treatment. 

(b) The Time to Operate——This is an important question. 
In acute cases no choice is given. In chronic cases, however, who 
have shown a tendency to improve and relapse, the tide of im- 
provement should be taken at the flood, and before relapse sets 
in the operation should be performed. 

(c) Preparation of Patient. Most surgeons are against purg- 
ing and starvation in any operation, but in these cases there can 
be no room for discussion. The diet should not be restricted 
except the meal previous to operation, when clear broth should 
take the place of this meal. The bowels should be opened only 
with a laxative. In some cases an enema alone is preferable. 

(d) All details of the operation should be carefully planned 
so that no time is lost, which is an important element in these 
cases. The patient should be carefully guarded from exposure 
during the operation and in the corridors to and from the operat- 
ing theatre if recovery rooms are not close at hand. 

Iodine preparation of the field of operation is preferable to 
chilling the patient’s body with various solutions. 

(e) Anesthesia. Ether is certainly not the anesthetic for 
these cases. Nitrous oxide is the best general anesthetic and if 
it is not available, chloroform carefully administered. 

The anesthetist should protect his hands by wearing rubber 
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gloves in these cases. This is very important as the expectoration 
during anesthesia from open pulmonary cases is a source of danger 
which should be guarded against. 

(f) In the after-treatment the physician should share in 
the direction of the case. Nourishment should be commenced 
at the earliest moment possible, and pushed vigorously. Fresh 
air and sunlight should be withheld only until the patient recovers 
from the narcosis. Hence the advantage of the facilities for 
operating in sanatorium rather than caring for these cases in 
general surgical wards. 


CONCLUSIONS 


1. In cases where pulmonary tuberculosis coéxists with an 
abdominal lesion, the lung lesion is often greatly influenced by, 
and in some cases is of secondary importance to the abdominal 
lesion. : 

2. In carefully selected cases where the pulmonary con- 
dition fails to improve and this seems due to the abdominal factor, 
discriminating surgery is an important aid in the treatment of the 
case. 
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PRIVATE BEESLEY is an example of the wonderful surgical 
skill demonstrated at the front in the present war. He was a 
pianist before he became a soldier and had the right thumb shot 
away. The injury has been rectified by transplanting a finger 
on the place where his thumb had been. The King was per- 
sonally interested in the case and paid him a special visit at Read- 
ing, England. 
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REPORT OF THE SPECIAL CLINIC FOR THE 
TREATMENT OF SYPHILIS, TORONTO 
GENERAL HOSPITAL 


By E. J. Trow, M.B. 


Assistant Dermatologist Toronto General Hospital; Instructor in 
Dermatology in University of Toronto 


[’ is difficult to obtain any accurate estimate of the prevalence of 

syphilis in Ontario as a whole, but, in isolated sections of the 
province some idea of its activities has been obtained by the use of 
a routine Wassermann test. In the indoor services of the Toronto 
General Hospital following the routine test the percentage was 
found to be twelve, which, of course, includes all public services. 
As a routine test is not done in the out-door department, it is diffi- 
cult to arrive at any conclusions as to its prevalence there, but, 
from a survey of the hospital records and the books of the clinic 
some idea is gained. 

The special treatment clinic was formed in December, 1915, 
and in the eighteen months has grown rapidly. During the first 
month the clinic had ninety-six visits, whereas in April, 1917, 
eighteen months later, the total visits were four hundred and 
ninety-six. The relation of the special treatment clinic attend- 
ance to the total out-door attendance during April, 1917, is 15°4 per 
cent. or four hundred and ninety-six to 3,255, or a ratio of 1-6°5. 
It has been the policy of the hospital to refer all cases of syphilis 
to this clinic for treatment and it is very interesting in this con- 
nection to notice the great variety of presenting symptoms showing 
the many phases the disease may assume. 


Paper read before section of Medicine of the Ontario Medical Association meeting 
June, 1917. 
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Five hundred and eight cases appear on our books, there being 
male, two hundred and sixty; female, two hundred and forty-eight. 


The ages varying from almost infancy to sixty years and over, 
being as follows:— . 


Under five years 
5 years to 10 


‘ 


10 
57 
90 
99 
75 
64 
66 
20 
15 


Four-fifths of these cases, however, as is easily seen, were 
between 15 and 40 years of age. 


Married 


Widows or widowers 


The nationality is rather interesting, as it shows a rather high 
percentage among our foreign-born. 


Canada (few from U.S.).................... 238 
England, Ireland and Scotland 
Foreign-born 
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While it is impossible to attempt to classify such a disease as 
syphilis, which is simply one and the same progressive infectious 
fever of a chronic type, yet, for the sake of statistics we have 
attempted to do so, with the following result. In all cases attending 
the clinic we have always attempted to ascertain, if possible, the 
source and date of infection, but in many it was quite impossible 
to obtain the data bearing on their infection. This seemed to be 
especially true in women. 


Stage of disease: 
Primary, 35 or 7°05 per cent. 
Secondary, 105 or - 
Tertiary, 323 or 
Latent, 35 or ; 


Of these cases, the probable source of their infection fell under the 
following heads: 


Giving a history of a primary sore, 


(7 gave history of both). 
Probable extra-genital infection, 13 or 2°82 
Giving history of congenital infection, 


8°06 
Primary infection unknown, 112 or... 22°58 
No date, as history incomplete, 38 or 7°66 


One hundred and thirty-six cases were able to give the exact 
date of their infection, and the long lapse of time between the 
initial inoculation and its later and more serious manifestations 
shows quite clearly the long periods of latency which exist in many. 
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As is easily seen in the preceding figures, on account of the 
variety of the manifestations which may be present in such a 
disease as syphilis, I would like to emphasize the importance of 
the Wassermann reaction, for, without its valuable aid,a great many 
of our cases would have gone on unrecognized, and, in fact, one 
might almost say that in any given case where the diagnosis is 
not perfectly plain, our patients should not be denied its valuable 
aid. Medical men are now just as much to blame for failure to 
recognize syphilis as they are in any other common ailment. The 
clinical types of cases which we see almost every day are legion, 
and in many of them the diagnosis is clear, but many more are 
puzzling indeed. The primary inoculation, for instance, may be 
on any part of the body and no longer do we look at a sore and 
wonder if it may not be a syphilitic one, but we immediately start 
to prove or disprove it by the use of the dark field or some other 
stain for spirochete. The more of these lesions we see, the more 
we think that no text-book description fits all or nearly all of these 
primary syphilitic sores. Of the secondary cases, while many of 
them presented rashes, polyadenitis, headache, fever, malaise, 
rheumatic pains, pharyngitis and so on, yet many were not so 
plain. The various eruptions in many cases resembled such dis- 
eases as scabies, the pus infections, impetigo and echthyma, psori- 
asis, eczema, lichen planus and many others. The frequency of 
headache early in the disease is of considerable importance as it 
definitely points to a meningeal irritation and, as we now know, it 
is during the early period of the disease that the foundation is laid 
for a serious attack on the various internal organs. Syphilis being 
such a chronic infectious fever, appears to have its periods of rest 
or so-called latency, yet it tends to progress steadily but some- 
times slowly, and very few of these neglected untreated cases 
escape the consequences of its later manifestations. 

In the mouth, mucous patches are frequently seen, the pharyn- 
gitis; several of our cases presented a chancre on the lips and, quite 
recently, we were able to demonstrate the primary infection on 
the tongue, the origin being, in all probability a dental instrument. 
In the later stages an interstitial inflammation of the tongue is not 
rare with its deep fissuring, tenderness, and oceasional ulceration. 
Gummatous infiltrations are often seen about the mouth and 
throat, and occasionally one sees perforation following these 
gummata, through the palate. 

The larnyx in early syphilis sometimes presents a subacute 
catarrhal condition giving the patient that peculiar hoarseness of 
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voice. The lungs are probably more frequently involved than we 
think and seventeen cases referred to us from the tuberculosis 
clinic gave a positive Wassermann test, the clinical signs being 
cough, and, sometimes hemorrhage. Many of these cases have 
improved under treatment with anti-syphilitic remedies, so that it 
seems certain that syphilis and tuberculosis may sometimes exist 
in the same patient. 

We find the different parts of the circulatory apparatus very 
frequently affected, the usual long period of time lapsing between 
infection and evident lesions. The spirochete being deposited in 
the wall of the vessels in the secondary stage does not produce 
clinical signs for a number of years, and so that symptoms, such 
as dyspnoea, precordial pain, attacks of angina pectoris and aortic 
insufficiency call for a Wassermann test for the relation of aneurism 
to syphilis is now well known. Not only the heart and larger 
arteries may suffer but also the smaller ones from a gummatous 
arteritis, which is so often responsible for many of the signs in 
cerebro-spinal syphilis. Syphilis of the bones is not uncommon 
and many such cases have presented themselves to us, usually 
showing as an osteomyelitis or gummatous periostitis; however, 
these cases are more common in the congenital variety. 

In family syphilis, we have our greatest menace and the re- 
sults there show only too well its effects on the race; many of our 
female cases with history of miscarriages, born dead, and babies 
dying in infancy proves how seldom it is that the child escapes its 
consequences unless treatment is early. 

Congenital syphilis is syphilis acquired in intra-uterine life, 
the placenta playing the part of a primary lesion. Aside from the 
classical symptoms of congenital disease, its effect may cause all 
sorts of anomalies of development. 

I would like to thank Miss Grant and the social service depart- 
ment for making this report possible, and also the ladies of the 
out-door staff for their valuable aid. 
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qa the discovery of the organism responsible for syphilis and 

the serum reaction of Wassermann, soon followed by Ehrlich’s 
experiments in the action of arsenical compounds, treatment of this 
disease has undergone a radical change and can now be said to be 
on surer foundation and possibly in the way to its practical elimina- 
tion. While only a few years ago, diagnosis of the disease was only 
possible by an intelligent interpretation of its superficial lesions 
along with the history of the case, we are now enabled to identify 
an initial lesion with every degree of accuracy by obtaining a drop 
of serum from the sore and recognizing the spirocheta by means of 
the dark field or one of the stains. In later stages of the disease, 
if the diagnosis isin doubt, the Wassermann reaction comes to our 
aid and in 80 to 95 per cent. of the cases, this is made clear. In 
congenital syphilis, some writers claim the Wassermann test is 100 
per cent. efficient. (Smith, N.Y.) 

The diagnosis clear, what is the best line of treatment? In 
the special clinic at the Toronto General Hospital, we begin most 
of the early cases or those showing superficial Skin lesions or any 
cases presenting an evident activity of the disease, with intravenous 
injections of one of the arsenical compounds, viz.: diarsenol, galyl 
oF novarseno-benzol—provided no contraindications are present 
such as serious arterial disease, acute nephritis or advanced degener- 
ation of the central nervous system. It is usual to begin with small 
doses and gradually increase to 0°6 grm. or 0°7 grm., though if the 
patient is a robust adult, 0°6 grm. is given at the start and repeated 
weekly for six to ten doses. A Wassermann test is made following 
each injection. If the case is one with a primary lesion, we fre- 
quently find a negative Wassermann after four to six injections, but 
continue treatment until two consecutive tests are negative. The 
patient may then be requested to report in a month and if his 
blood test still remains negative, is advised to report again in two 
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or three months or sooner if any symptoms intervene. We advise 
every patient to remain under observation for at least two years. 

One of the important signs showing when the limit of toleration 
is reached in treatment by arsenical compounds, is a slight derma- 
titis, intensely red, which we have often first noticed appearing on 
the wrists and forearms. When this appears, it is not well to 
push the diarsenol. This precaution was not observed in one case 
and a further treatment given. The result was deplorable and that 
patient still remains in the hospital slowly recovering from one of 
the most severe cases of exfoliating dermatitis and was so ill that 
at one time her condition was critical. Another case showed some 
redness about the wrists after three doses of diarsenol and we 
refrained from further treatment, but she has had a mild dermatitis 
on the wrists and forearms for several weeks. Still another case, 
after one 0°3 grm. and one 0°45 grm. dose, was ill in bed for one 
week, having quite a severe dermatitis on the forearms, chest, neck, 
and face. A. G. had seven 0°6 grm. doses between September 15th 
and October 25th, and developed a rather severe dermatitis of the 
arms, axille and groins by November 6th. However, if a careful 
lookout is kept for a roughening and reddening of the skin of wrists 
and forearms, the more severe forms of dermatitis may mostly be 
avoided. 

If after a certain number of diarsenol treatments (say six to 
ten), the patient fails to give a negative Wassermann, he is put on a 
course of mercurial intramuscular injections. In the clinic, we give 
doses of from 3 gr. to 1} gr. of mercury in the form of salicylate, 
Lambkin’s cream, metallic mercury or calomel, injected deeply 
into the muscles of the buttock with a good sized needle. These 
are repeated weekly for eight to twenty doses unless untoward 
symptoms arise such as salivation, dermatitis, or albuminuria. If 
the Wassermann test still remains positive, another course of diar- 
senol is advised and this is kept up alternately with mercury until 
a negative test is obtained. Occasionally when the serum test 
fails to respond to treatment, the patient is given a complete rest 
for amonth or two, when it sometimes happens that his blood will 
show a negative reaction after such remission. Along with the 
mercurial or diarsenol treatments, it seems of some importance, 
especially in the later stages of syphilis, to give substantial doses of 
iodides. Although it is said this has no specific action on the 
spirocheta, it is undoubtedly a valuable adjunct and possibly serves 
to liberate the organism by absorbing the surrounding deposits and 
thus allowing the specific remedies to act more readily. 
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At the special clinic, no absolute rule governs in the treat- 
ment of syphilis but each individual case is given what seems best 
adapted to that patient. If it is an early case and in all probability 
in an intensely infective condition, we use the quickest means of 
placing that patient in a non-infective stage, and that is by using 
diarsenol intravenously in as full doses as can be tolerated. It is 
said by many authorities that the spirocheta cannot be found in 
the superficial lesions nine hours after an injection of diarsenol, and 
certainly the relief obtained in some cases where mucous patches 
in the mouth and throat abound and are extremely sensitive, is 
most remarkable. One such case I have in mind, suffered intensely 
for days, even sips of water causing severe pain, and in twelve hours 
after the initial dose, was able to take food and drink with no 
distress whatever. If the case is one with no gross surface 
lesions but possibly has some gummatous internal growth or 
suffers from indefinite and obscure symptoms, we may put 
that patient on intramuscular injections of mercury accompanied 
by plenteous doses of iodide of potassium. Cases are on record 
in most clinics that do not respond to any medication in-so-far 
as the Wassermann test is applied and no satisfactory explana- 
tion of this fact has been given. Some authorities state that it 
is because the spirocheta had become immune to the medication 
or that there are different strains of spirochete which react 
differently to the treatment. Whatever the reason, many cases 
occur where the Wassermann test always remains positive and 
these cases remain uncured although no further symptoms may 
ever develop. However, in certain cases which constantly show 
a strongly positive Wassermann without apparent change, if a quan- 
titative test is made, there will be shown a gradual improvement, 
as so ably shown in Dr. Detweiler’s paper read before the Peter- 
borough Medical Society in January last. 

In a case first presenting itself at the special clinic, we make 
as complete a history as possible and endeavour, especially, to 
trace the source of infection. If this involves any other member 
of the family, we make an effort to get hold of those members either 
through the patient himself, or through the social service depart- 
ment, and ascertain whether or not they are likewise infected. A 
printed card is given, telling the patient what the nature of the 
disease is, the danger of infecting others and the importance of 
treatment. In this way we frequently have all the members of a 
family coming for treatment. If any patient fails to appear on his 
regular day for treatment, a card is sent by the social service, and 
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if there is no response to this, the patient is visited and urged as to 
the importance of continued treatment. 

With regard to the technique, we use the gravity method with 
two graduated tubes connected by rubber tubing from which a 
single tube leads through a cotton wool filter to the needle. In 
one tube is put saline solution, in the other the diarsenol dissolved 
in freshly distilled water and neutralized with caustic soda. A 
tourniquet is placed around the arm above the elbow and the 
patient told to close his fist. This throws the veins above the 
flexion of the elbow into prominence and little difficulty is found 
in inserting the needle.. After the needle is well in the calibre of 
the vein, the blood flows back until it is seen in the connecting 
glass nozzle, when the tourniquet is loosened and the clamp re- 
leased, allowing the diarsenol solution to flow. When it has emp- 
tied down to the Y, the clamp is replaced and the clamp from the 
saline tube released. From this about 40 to 100 c.c. are allowed 
to flow in and the needle is then withdrawn. A very important 
point in the technique is to see that the needles are well sharpened 
and have a free flow. If the needleis dull, it requires considerable 
force to pierce the skin and the vein may be shoved aside or trans- 
fixed through and through, and renders the relation of the point 
of the needle to the hollow of the vein more difficult to gauge. It 
is much easier to feel that the needle is well in the calibre of the 
vein if it slips through the intervening tissues with little resistance. 

Considering the class of cases that have been dealt with at 
our clinic, the results of treatment are not at all discouraging. Of 
the five hundred cases so far treated, only about 29 per cent. have 
been early, while 71 per cent. have been in the later stages of the 
disease. We have managed to secure negative Wassermanns on 
only seventy of these cases on an average of seven and a half doses 
of 0°5 grm. diarsenol plus four and a half intramuscular injections 
of mercury. Of the seventy cases, twenty-three were early and 
forty-seven in the later stages. Practically all of the late cases 
were given in addition mixed treatment of mercury and potassium 
iodide. Twenty-four cases had a return to positive Wassermann, 
thirty-five still remain negative, while eleven of them passed from 
our control. I may say, however, that about 80 per cent. of all 
cases experienced relief or freedom from all symptoms, which at 
any rate is encouraging. 

Reactions from diarsenol are fairly frequent and occur at 
times while the dose is being administered. One of the most 
frequent is a feeling of fulness in the stomach, a full, bursting 
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sensation in the head while the patient becomes intensely flushed 
with dilated pupils and has an apparent difficulty in breathing. 
This, however, soon passes off and the patient is none the worse 
for the experience. Occasionally there is quite severe nausea which 
remains for a day or two. The smallest doses will cause such re- 
actions in some patients, and we find that by placing them upon 
galyl or novarseno-benzol they usually are enabled to continue 
treatment without further unfavourable symptoms. 


WE have pleasure in publishing the following from the Director 
of the Hygienic Laboratory, Public Health Service, Washington: 

‘‘Tn view of the reports in current medical literature of untoward 
results from the use of arsphenamine and neo-arsphenamine, I have 
to request that you give publicity to the statement that it is re- 
quested that samples of any lots of these arsenicals which have 
shown undue toxicity be forwarded to the Hygienic Laboratory 
for examination. In sending these samples, it should be ascertained 
that the lot number is the same as that of the ampoules used on 
patients. The samples sent should, if possible, be accompanied 
by a brief note stating the approximate body weight and age of 
the patient, the dose and dilution of the drug given, the symptoms 
and result; that is, whether fatal or not. 








632 THE CANADIAN MEDICAL 


Wational Mental Hygiene 
THE MENTAL HYGIENE MOVEMENT 


By Apotr Meyer, M.D. 


Psychiatrist-in-Chief, Henry Phipps Psychiatric Clinic, The Johns 
Hopkins Hospital, Baltimore 


(Ep. Nore:—The following articles published by Dr. Adolf Meyer and Dr. C. 
Macfie Campbell on the work of the American National Committee during the last 
few years give much information of value to this most important cause:—“The Mental 
Health of the Community and the Work of the Psychiatric Dispensary,” National Com- 
mittee for Mental Hygiene, 50 Union Square, New York; ‘“‘Where should we attack the 
problem of the prevention of Mental Defect and Mental Diseases,” No. 53, Reprints 
Reports of National Conference of Charities and Correction, 1915 Meeting, at Baltimore 
“Organization of the work of the Henry Phipps Psychiatric Clinic, Johns Hopkins 
Hospital, with especial reference to the past year’s work,” Proceedings of the American 
Medico-Psychological Association, 70th Annual Meeting, Baltimore, Md., May 26-28, 
1914; ‘‘The Work of the Out-patient Department of the Henry Phipps Psychiatric 
Clinic,” Johns Hopkins nae Bulletin, xxv, No. 279, May, 1914; “Introduction to 
Special Number, American Journal of Insanity, containing addresses at opening of the 
Henry Phipps Psychiatric Clinic: The Purpose of the Psychiatric Clinic,” American 
Journal of Insanity, lriz, No. 5, 1913; ‘The Aims of a Psychiatric Clinic,’”’ Proceedings 
of Mental Hygiene Conference and Exhibit, November, 1912; “The Problem of the State 
in the Care of the Insane,” American Journal of Insanity, vol. lzv., No. 4, April, 1909.) 


a Mental Hygiene Movement owes its origin to the realiza- 

tion that the problems of mental health and the prevention 
of misfits and disease must be attacked beyond the walls of the 
hospitals which to-day deal with mental defect and mental disease. 
To attain this, three lines of progress are needed: More extensive 
training of the average physician in the timely understanding of 
mental difficulties; provision for early study and treatment within 
the means and taste of the patient; and a more sympathetic and 
hopeful attitude on the part of the public. 

In order to get the proper medical training, it is essential that 
the medical centres develop model organizations for work in these 
lines. A medical school without provisions for the study and 
treatment of the minor and major mental problems produces 
practitioners who are not apt to keep abreast of the progress of 
the age. Formerly the teaching of the theory and practice of 
medicine left to common sense the estimate of the personality of 
the patient. To-day the public has a right to ask that physicians 
have experience and training good enough at least to render first 
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aid, i.e., protection against procrastination, and, where special 
training is needed, direction to the proper physicians and agencies. 
Physicians must be able to save the patient from overzealous 
attempts to cure mental difficulties by evisceration and mutilating 
operations, or from expecting the salvation from one-sided pro- 
cedures often leading to a mere patching up; and they must guide 
the patient to wholesome living before a mental healer or “‘new- 
thought” agent steps in and reaps a harvest.at the expense of com- 
mon sense. Dispensaries and provisions for psychoneuroses and 
incipient psychoses in municipal hospitals (like Dr. Carswell’s 
wards in a Glasgow hospital or the Pavilion F at Albany, N.Y.) 
or actually a ‘‘psychiatric clinic”’ or ‘‘psychopathic hospital’’,— 
these are necessary helps in any teaching center and more and more 
recognized necessities in any community centre. Work with the 
schools, with the social agencies, and with the courts gives addi- 
tional ramifications into the life of the people. 

This type of work needs financial support and the moral and 
intellectual support of the leaders of public opinion. So far only 
the more glaring problems—the problem of institutions and the 
problem of immigration and that of feeble-mindedness—have 
attracted attention. It seems difficult to make the Government 
realize the advantages of an active and liberal policy unless public 
opinion and a united profession stand behind the movement. So 
far there has been too much of a tendency on the part of the pro- 
fession to generalize personal inexperience by claiming that very 
little is known and done about these conditions. Physicians are 
apt to be arch-obstructionists. The consequence is that hospitals 
which have too little help get even less, and develop an attitude of 
resignation very unfortunate in such a difficult task. 

Progress will be rather slow at best and will depend on how 
many local physicians are willing to band together to advocate 
the necessary organization and the acquisition of trained assist- 
ance. New York State has interested the health officers in the 
cause. In large centres there naturally develops a field for physi- 
cians who have acquired the special training which has to be added 
to mere intuition to do justice to the work in schools, in courts, etc. 

It looks very much as if the emergencies of the war might 
prove one of the greatest stimuli in the great cause. Nobody can 
read the little book of the anatomist G. Elliot Smith and the 
psychologist Pear on the treatment of shell shock without en- 
thusiasm over the new interest in a field too exclusively left to 
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an over-institutionalized specialty. Psychopathology will always 
be the chosen field of a relatively small number of physicians; but 
the day is not far off when every physician will want to have as 
much working knowledge of the technical estimation and under- 
standing of the patient’s personality and its main problems as he 
has now of the conditions of the blood and urine. Many failures 
in treatment are due to our blindness to facts, ignorance or dis- 
regard of which will rest more and more heavily on the physician’s 
reputation as the public wakes up to the present advance in this 
field. 

The Mental Hygiene Committee of Canada starts off with 
a most propitious organization at a period when everybody is wide- 
awake to the great emergencies of the day. Those interested in 
the cause in the United States will watch with cordial interest the 
evolution of the movement and will no doubt receive much stimu- 
lation from the impetus of live activity in the new field with its 
new problems and its fresh resources. 


SOME NOTES ON THE FORMATION OF THE CANADIAN 
NATIONAL COMMITTEE FOR MENTAL HYGIENE.* 


By C. A. Portgous, M.D. 
Assistant Superintendent, Protestant Hospital for the Insane. 


Mr. CHAIRMAN AND GENTLEMEN: 


[ HAVE ventured to think that the formation recently completed 
at Ottawa of the so-called Canadian National Committee for 

Mental Hygiene would be of interest to you as its aims and pur- 

poses well deserve the unqualified support of the profession. 

To the medical world there are no subjects of greater import- 
ance than insanity and its allied conditions such as mental defect, 
epilepsy and some of the neuropathies. An organization, designed 
as this now under consideration, is national in scope and activities 
and representative in character. It will do a great work it is 





*Presented before the meeting of the Montreal Medico-Chirurgical Society, held 
Friday, May 17th, 1918. 
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hoped to advance our knowledge of, and to better our methods of 
treatment for those whose feet hover near the valley of the shadow, 
where dissolution of humanity’s most precious gift—reason—too 
often for too long a space precedes bodily dissolution. 

The origin of the Canadian Committee followed rather tardily, 
it must be confessed, upon the heels of what I may call the parent 
organization, viz.: The National Committee for Mental Hygiene of 
the United States. The Canadian Committee has no actual official 
connexion with this body, although it is to be developed on practi- 
cally identical lines, and has received immeasurably valuable aid 
from its executive during its formative process. 

The inception of the American Society was due to the efforts 
of one, who, being insane, had been restored. It is improbable that 
any movement for the uplift of one’s fellows ever received an 
impetus from a source less accredited, or where more difficulty 
in turning indifference into sympathy, and sympathy into action 
was experienced—this, too, by one who surely might have had his 
path made smoother, whose entreaty deserved more hearing ears. 

In 1903, Clifford W. Beers, a graduate of Yale, and a native 
of Connecticut, became insane. He suffered from a manic- 
depressive psychosis and during a period of three years received 
treatment in various Connecticut hospitals for the insane. His 
condition presented nothing unusual apparently, save in the mar- 
vellous accuracy of recollection which he retained after the attack, 
of the experience he had undergone in their entirety. The vagaries 
of the memory among those suffering from acute psychoses are 
remarkable enough, here one in the katatonic stupor of dementia 
preecox presenting the characteristic rigidities and mutism, psychic 
and motor negativistic tendencies and requiring artificial feeding 
by nasal or stomach tube daily for over three months, ‘tells me 
during his convalescence quite accurately of many occurrences, 
during this period; another, of the alternating manic-depressive 
type, during six months of depression, mutism, and motor inhibi- 
tion, recalls with startling clarity, countless stimuli to the various 
special senses throughout this superficially beclouded state; a third, 
restored from the maniacal phase of the same disorder recalls her 
destructive tendencies perfectly and her reasons therefor; e.g., her 
tearing of sheets and other fabries was caused by her desire to make 
bandages, expressed in this distorted manner: this it appeared was 
a part of her instruction in a St. John’s Ambulance course taken 
previously. 

These illustrations taken at random may serve to show that 
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memory in the insane in many acute types is retained to an almost 
unbelievable degree, but in the case of Mr. Beers, his memory for 
what took place, and the unusual sequence of these events, is 
noteworthy even to those of us familiar with mental diseases. 

He has written a book, now in its fourth edition, which is a 
description of his psychosis from the unusual viewpoint of the 
patient, aptly calling it—‘‘A Mind that Found Itself.” It is a 
remarkable book, both as an auto-psychological analysis, and as a 
piece of descriptive literature, especially from the pen of one who 
prior to his mental breakdown had never even attempted writing 
as an employ. 

This work attracted the attention of many prominent phy- 
sicians, educationalists and philanthropists of the United States, 
and owing to their efforts the committee was formed a few years 
ago. As an index of the plane upon which the American Com- 
mittee stands it is necessary to name but a few of its most emphatic 
supporters and members—Llewellyn F. Barker, president of the 
Society, William H. Welch and C. Macfie Campbell, of Johns 
Hopkins, Stewart Paton of Princeton, Charles W. Eliot of Harvard, 
James Cardinal Gibbons of Baltimore, David Starr Jordan of 
Leland Stanford, William B. Coley of New York, and Jane Addams 
of Chicago. 

To convey an idea of the aims of the Canadian Committee, 
which has just been organized in a general manner, I cannot do bét- 
ter than to quote the official statement of its chief purposes as set 
forth in the Constitution, This is as follows: 

‘‘To work for the conservation of mental health and for im- 
provement in the care and treatment of those suffering from nervous 
or mental diseases or mental deficiency and for the prevention of 
these disorders; to conduct or to supervise surveys for the care of 
those suffering from mental diseases or mental deficiency; to co- 
operate with other agencies which deal with any phases of these 
problems; to enlist the aid of the Dominion and Provincial Govern- 
ments and to help organize and aid affiliated provincial and local 
societies or committees for Mental Hygiene.” 

It is proposed to establish local committees in the larger 
centres of all the provinces, under the xgis of the national body, and 
in this manner the work can be adapted to the more particular 
needs of individual communities to secure the best results. 


vase, 


To indicate how wide is the field and how important are some 
of the questions affecting with ever increasing force the mentality 
of the nation, that this committee can help to solve, I cannot do 
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better than quote Dr. Barker, of Johns Hopkins, in a recent paper 
on the subject. In this, speaking as president of the American 
Committee, he says :— 

‘‘ Among the problems which might well occupy our attention 
are (1) the marriage of people with psychopathic tendencies; (2) the 
relations of puberty, of pregnancy, and of the climacteric periods 
to mental hygiene; (3) the pedagogic problems connected with 
children presenting a lower degree of educability than normal; 
(4) the psychology of the adult criminal and the relations that exist 
between crime and mental disorder; (5) the psychiatric study of 
juvenile offenders; (6) the codperation of psychiatrists with the 
best legal talent in the revision of law codes; (7) the psychiatric 
study of inebriates, paupers, prostitutes and sexual perverts and 
a consideration of their sources, and (8) the study of the conditions, 
hereditary or environmental, that lead to the less outspoken in- 
stances of social mal-adjustment.”’ 

Any programme involving the study and remedy of these serious 
shortcomings in our social and economic system is an ambitious 
one, and will require all the assistance it can secure from public- 
spirited citizens, foremost among whom should come the medical 
profession, for as Dr. Barker pertinently says, “‘Our important 
task will be to bring conviction, first to medical men and later to 
the general public, that anomalies of feeling and abnormalities of 
behaviour are as much subject to natural laws as are disorders and 
defects of the intellectual processes. Until neurologists, psychia- 
trists and medical men generally come more into agreement con- 
cerning the origin of motives and the explanation of conduct, we 
can scarcely expect the public at large to bring their ideas of re- 
sponsibility into accord with the conceptions of modern psychiatry.” 

Finally to turn to those things that lie nearest to hand, which 
all of us do when we wish to point a moral—in this case the moral 
is suggested by the epitome of the committee’s aims previously 
stated—I will mention some statistics from the Verdun Hospital 
records. Statistics, to be interesting must be given with brevity. 
I will at least observe this excellent ruie. 

First, as to the marriage of individuals with psychopathic 
tendencies: Out of 4,780 admissions to Verdun Hospital in 
twenty-seven years, 1,884 definitely showed hereditary taint, 
or nearly 40 per cent. These figures take no account of 1,134 
patients in whom facts upon heredity were absolutely unascer- 
tainable, and in a proportion of whom, could this have been ac- 
complished, it is but fair to assume psychopathies in the parentage 
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would have been positively shown. In the remaining 1,762, here- 
ditary tendency to mental trouble of any kind was denied, 7.e, in 
only 36 per cent. was heredity actually negatived. 

As to epochal periods as a factor in the production of the 
psychoses, our figures show that some 1,300 cases, or 27 per cent., 
occurred either at or about puberty, the climacteric, in the pre- 
senile period, or as a frank accompaniment of senility. With 
regard to defectives, some 230 have been admitted, all naturally 
of the more severe grades, few of whom would have offered oppor- 
tunity for any but the most elementary training; these constituted 
nearly 5 per cent. of the total admissions. 

The adult criminal, the juvenile offender, are, as yet, far from 
being classed as among those showing mental obliquity under the 
present legal system of dealing with such cases in Canada, and this 
is one sphere in which much can be done by the newly-formed com- 

~ mittee; recent results in the psychiatric clinic at Sing Sing prison, 
established through the good offices of the American National 
Committee for Mental Hygiene, and conducted from 1916 to 1918, 
show conclusively that a very high percentage of prisoners are 
defective or disordered mentally. This study further shows the 
vital importance of the study of the individual rather than: the 
crime. 

The revision of the existing criminal law codes with the in- 
telligent co-operation of legla tqlent and psychiatrists is greatly 
needed, and here it is hoped that the mental hygiene movement 
will be able to accomplish something. Then the law takes no 
recognition of grades of accountability. With our present know- 
ledge of psychiatry and with its promises for the future I can see 
no insuperable obstacle to the framing of laws that would be more 
in consonance with that knowledge; laws that would protect society 
on the one hand, and on the other, for the individual, permit a 
wider interpretation of certain fundamental defects, both psychic 
and physical, as a basis for judicial action. 

As to the work of the committee in connexion with the war 
it is hoped to follow along the lines already taken by the American 
Committee, who have been’ instrumental in establishing a mental 
examination of drafted men into the Americal army. This is being 
done under the direction of the army medical staff, and up to a 
short time ago some 15,000 men have been rejected because of 
mental and nervous disability. The saving to the country through 
this step will be enormous. 

At Verdun Hospital, since the war began we have admitted 
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forty-eight soldiers, thirty of them returned from active service. 
Of those admitted five had been patients previously while in civilian 
life, and had their histories been known, would in all probability 
not have been taken on the strength. A proportion of the others 
would have been excluded, had a psychiatric examination been 
made. The psychoses from which these returned men suffer do not 
differ essentially from the usual forms; dementia przcox, manic- 
depressive types, and the toxic forms due to alcohol and syphilis 
being the more numerous. Eight per cent. of the admissions were 
general paretics, which would indicate that emotional stress is a 
factor in accelerating the development of the disease, as most of 
them average younger than similar cases occurring in civilian life. 
Sixteen patients have recovered, which is 33 per cent. of the whole. 

It is hardly necessary for me to more than touch upon the need 
for proper study of the inebriate—as truly a mental condition as 
that of typhoid is a physical disease, while the paupers, prostitutes 
and sexual perverts are all of different clay from the mentally 
sound, so far as their nervous entities are concerned. 

Gentlemen, I have told you little new, I have merely presented 
old facts in different garb. If it will cause some of you to give a 
little more thought and interest to the problems of those caring 
for the insane and defective, if mayhap your interest in the work 
of the Canadian Committee for Mental Hygiene has been given a 
stimulus, I have not wrought badly. 
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Editorial 


THE NEW DIRECTOR-GENERAL OF MEDICAL 
SERVICES TO THE BRITISH FORCES IN 
FRANCE 


T is a matter of vital concern to Canadians who should be 
appointed Director-General of Medical Services to the 
British Armies in France, since he is ultimately responsible 
for the care in health and sickness of a]l troops in the Western 
field. 

Lieutenant-General Sir Arthur T. Sloggett, K.C.B., 
K.C.M.G., has held the appointment throughout the war, 
but he has completed his term, and passed the age limit for 
service on the active list. Accordingly he has gone into 
honourable retirement in accordance with the general prin- 
ciple that officers so situated shall be replaced by younger 
officers of proved ability and experience. Under his adminis- 
tration the Medical Service has been beyond reproach and 
free from criticism. 

Lieutenant-General C. H. Burtchaell, C.B., C.M.G., 
has succeeded to the post, in virtue of his merit as well as of 
his seniority, From the beginning of the war he has been 
Assistant-Director, although before that time his promotion 
was unusually rapid. He is a graduate in arts, medicine, 
and hygiene of Dublin University, and holds the diploma in 
State Medicine as well. 

The appointment of Lieutenant-General Burtchaell as 
Director-General of Medical Services in the Field will appeal 
especially to the Overseas forces, as he was closely associated 
with them for many years in India and in South Africa, and 
during the present war in France. 

This comradeship with the Canadians was very intimate. 
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It began at the second battle of Ypres. For the first time 
the Canadians had gone into action, and in a situation which 
was strange and difficult, they had the guidance, support, and 
sympathy of this tried soldier. In the intervening years 
this mutual confidence and sympathy has increased. Cana- 
dians may rest assured that the high standard of medical 
service available for their sick and wounded will be maintained. 

Lieutenant-General Burtchaell has had a remarkable 
career. He joined the service in 1891. He spent nine years 
in India, and was present at all the actions in the Tirah cam- 
paign, namely, Dargai, Sampagar, Waran, Saran, and Sara. 
He was promoted Major over one hundred and fifty officers. 
He served through the South African War on the staff of 
General Methuen, and was at Belmoont, Gras Pan, Modder 
River, and Magersfontein. He was then selected as Princi- 
pal Medical Officer of the South African Constabulary, and 
after three years’ service rejoined the army. After holding 
various administrative posts in England and Ireland, he went 
to France in October, 1914, as A.D.G.M.S., was promoted 
Colonel in March, 1915, and Surgeon-General in October, 
1917, with six other officers, passing over seventeen officers 
of the same rank. General Burtchaell has been mentioned 
in despatches six times during the present war, and holds 
many honours and awards. He is well known to all Cana- 
dians of the medical service in the field, and his appointment 
is highly agreeable to them. 


THE REEDUCATION OF THE RETURNED DOCTOR 


W HAT will be done in this matter after the war? This is 

one of the problems that the Universities and the 
Government should be tackling without delay. The latter 
has declared its intention of returning all men as fit to earn 
their living as before, so it would not be hard to make out a 
case for the returned doctor. The vast majority of these 
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are going to be so rusty on the subjects which constitute such 
a large portion of their work in peace time, that a post-gradu- 
ate course will be absolutely necessary, to enable them to com- 
pete with their confréres who have remained at home. These 
considerations apply especially to the Regimental Medical 
Officers and the Medical Officers of the Field Ambulances who 
are returned from emergency work of an exacting and absorb- 
ing character. 

This will be a great opportunity for the medical schools 
to establish post graduate courses worthy of their reputation 
for undergraduate work. With the German and Austrian 
seats of learning unpopular for many years to come, the time 
is ripe for our schools to strike out boldly in this direction. 

There may be a difference of opinion as to how the 
Government should assist in this matter, and as to the details 
of the courses, but it would seem to be necessary for a man 
to have about a six weeks’ course for each year of service 
away from his practice. It should not be difficult for the 
Universities to handle this work as their teachers are gradu- 
ally returning from overseas, and many could be available 
for this work on the completion of hostilities. 

It is understood that steps are now being taken in Great 
Britain and Ireland towards establishing post-graduate 
courses to meet this situation. Action should be taken in 
Canada now. 


MUNICIPAL HOSPITALS 


HE hospital movement in Western Canada, which is 
epitomized under the term ‘“‘ Municipal Hospitals”, has 
attracted universal attention, and has been a question loom- 
ing largely before the legislatures of some of the provinces 
during the past winter. The measures under discussion are 
entirely a question of responsible control of the administra- 
tion of public funds for hospital purposes, and the acquisition 
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of public institutions for which the tax-payer will pay. The 
question of “Free Hospitals” is an entirely separate one. 
Apparently there is a misapprehension in the minds of some 
people at the present moment on this point. Municipal 
hospitals are not necessarily free hospitals. 

The province of Alberta is committed by legislation to 
a system of public hospitals, built and administered by muni- 
cipalities or groups of municipalities, but without being com- 
mitted to a policy of free service to one or any of these insti- 
tutions. Unanimous sentiment prevails throughout Alberta 
and Saskatchewan for municipal hospitals built and controlled 
by groups of municipalities, but on the question of fees there 
is a division of opinion. 

To establish a successful scheme of free hospitals demands 
more than the mere abolition of fees in existing institutions. 
A number of serious considerations are involved which, if 
disregarded, would ultimately cause a reaction that would 
set back the movement throughout the provinces for many 
years. These considerations are briefly: A definite under- 
standing with the province and outside principalities on the 
question of accommodation, financing of service to outside 
cases, a considerable increase of hospital accommodation and 
reconstruction of some departments of present existing hospi- 
tals with a corresponding readjustment of the details of 
internal administration; a preliminary programme of educa- 
tion of the public as to the use and abuse of such a system. 
In conclusion, it is imperative that such a scheme should have 
the sympathy and support of the medical profession. 

What is necessary for the final success of free hospital 
establishment is a gradual readjustment, with careful con- 
sideration given to financial as well as social and humanitarian 
aspects. When once the system has been introduced the 
establishment should be permanent. The experiment should 
begin with a few departments, the aim of which should be 
to reduce the cost of the most expensive service to the people 
who need it most. Those likely to give benefit to the greatest 
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number of people and to protect health conditions are sug- 
gested as departments in which free service is least likely to 
be abused. Under this category fall maternity and children’s 
departments. Fees for the use of special equipment—the 
surgical ward, pathological department, 2-ray, etc., now press 
very heavily on a few people. If these fees were dispensed 
with, it would not impose a greatly increased financial burden 
on the locality, because the aggregate annual revenue from 
these sources is so slight. Let it be said then, in a free hospi- 
tal policy the municipal ownership and control of hospitals 
is the first necessary step. It is necessary even if the idea 
of free hospitals be abandoned. 


For more than a year the Canadian Red Cross has 
definitely adopted sphagnum moss for hospital dressing. 
The McGill University Women’s Union established a sphag- 
num department in a laboratory placed at their disposal 
by the Medical School in 1916. The use of mosses in surgical 
dressings dates at least as far back as the Napoleonic wars, 
but the present extensive use of sphagnum moss has only 
recently materialized. Professor Porter secured a number 
of samples of the various quantities of moss from the British 
authorities and was the first to initiate the work on this 
side of the Atlantic. He explored the bogs of Eastern Nova 
Scotia and secured specimens which were accepted as “per- 
fect”. The first sphagnum dressings sent overseas were 
made up by the Junior Red Cross of Guysboro, Nova Scotia. 
The industry rapidly developed. Since its origin various 
technical improvements in the preparation of the dressings 
have been instituted such as the substitution of gauze cover- 
ing for muslin which interfered with absorbency, and very 
large orders are being received and filled. 

The late Mr. Harry James Smith, of New York, after 
spending some time with Dr. Porter to familiarize himself 
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with the technology of the subject, collected large quantities 
of sphagnum for a plant he organized at his own expense 
at Arichat, Cape Breton. The American Red Cross, en- 
couraged by Mr. Smith’s success, adopted sphagnum and 
formed a department which they at once placed under his 
control as organizer and Dr. J. A. Hartwell, of New York, 
as technical controller. 

The Canadian Red Cross is preparing an immense 
output for the use of their own and the French hospitals. 
Mr. Smith procured a car of Vancouver Island moss early 
last winter through Dr. Porter’s instrumentality, Mr. Smith 
generously paying all expenses. The result proved so satis- 
factory that Mr. Smith went to Seattle in March to organize 
the industry in the North-western states and to look into the 
situation in British Columbia. It is known that Mr. Smith 
met his death by a railway accident occurring on a journey 
which he took to secure moss for the Canadian Red Cross, 


and thus crowned a singularly noble life with final sacrifice. 
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The Medical Wicek at Hamilton 


GENERAL REPORT OF PROCEEDINGS 


[JURING the week from May 27th to June Ist, a most memorable 

meeting of Canadian medical men was held in the city of 
Hamilton, Ontario. Five of the most important associations met 
together for the first time, and.the result more than justified and 
repaid the expectations and efforts of the local Committee of 
Arrangements. It was the first of its kind to be held in Canada 
and judging by its success, we feel that in all probability it will 
not be the last. It has been our custom in the past to discuss in 
the JouRNAL the meeting of the “‘Canadian Medical Association’’. 
This year, however, we cannot separate our activities from those 
of the whole Congress. In the preparations and arrangements for 
the meeting the officers of our Association did their part as far 
as they were able at some distance from the seat of activities, 
but the greater share of the work was done by the local Committee, 
to whom a proportionate part of the credit is due. The attendance 
far surpassed all expectations, there being upwards of twelve 
hundred present. At the present moment it is impossible to say 
how many of these were members of the Canadian Medical Associa- 
tion, as under the system of registration adopted it will not be 
possible to sort out the members of the various societies until some 
time later. As was to be expected, most of those attending came 
from Ontario. There was, however, a fair representation from 
Quebec and the Eastern Provinces. The attendance from the West 
was small, but one could hardly expect it to be otherwise under 
present conditions. 

For the programme itself, we have nothing but praise and 
the only possible criticism that might be put forward is that there 
was “too much of it”. The first two days were given over to the 
Public Health Associations, the third day being occupied by the 
Canadian Association for the Prevention of Tuberculosis. Much 
of the work, however, of these societies was carried out in 
combined meetings. Many important subjects were discussed 
during these first three days, the most notable perhaps being those 
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dealing with the Venereal Disease question, Child Welfare, and 
the ever present problem of the management of the tuberculous. 
All these social difficulties have been accentuated by the war, and 
were considered in relation to the changed conditions. 

On Wednesday evening the President of the Canadian Medical 
Association, Dr. H. B. Small, of Ottawa, gave his address, which 
will appear in a later number of the JourNaL. On this occasion 
also one of the most important items on the programme was given; 
we refer to the symposium on the Returned Soldier Problem. This 
discussion was participated in by some of our best known specialists 
in this branch of military medicine, and attracted a great deal of 
favourable comment. 


The work of the sections was begun on Thursday morning.. 


It would be quite impossible to discuss, or even to mention, all the 
interesting and instructive papers given in the various departments. 
Suffice it to say that each was abundantly supplied with excellent 
material. 

The addresses in medicine and surgery were given by old 
friends, whom we are always glad to welcome at our meetings. 
Barker, of Baltimore, and Mayo, of Rochester, are as well known 
in this country and we may add, as much appreciated, as they are 
at home. The other addresses were also of a very high standard 
and were much enjoyed by large audiences. Dr. Barker’s address 
appears in this issue, and we hope to have the others for publica- 
tion in a later number. 

The enjoyment of the meeting was much enhanced by several 
special features. Moving pictures were shown daily and included 
many interesting films. The Hart House apparatus attracted 
a great deal of attention. Perhaps one of the most interesting 
special features was the Museum Section and the Clinical Labora- 
tory. This was contributed to by the Universities of Toronto, 
Queen’s, McGill, and the Western of London, and the Canadian 
Army Medical Corps Museum, the whole being under the charge 
of Dr. Maude E. Abbott, of Montreal. Other interesting exhibits 
were the x-ray section; posters illustrating the propaganda for 
reform; charts on hospital organization, and posters on the various 
aspects of tuberculosis. 

We have again to comment on the lack of interest shown in 
the general sessions of the Association. Not more than fifteen 
members at the outside attended these meetings. With such a 
large amount of scientific material to dispose of it was difficult to 
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find time for a business meeting of the Association, but ‘it would 
appear that more could have attended had they made an effort 
to do so. The business of the Association should not be left to a 
mere ‘‘baker’s dozen’, when several hundred are actually in 
attendance. 

We feel certain that the announcement that the next annual 
meeting will be held in the City of Quebec, will be received with 
pleasure by all our members. A most enthusiastic invitation was 
received from the ancient capital, Dr. S. E. Grondin bringing it 
in person. A very cordial invitation was also received from 
Halifax, but while this was declined, the hope was expressed that 
it might be repeated next year when the Association will probably 
be in a position to give it a more favourable answer. The Executive 
Committee nominated Dr. S. E. Grondin as President-elect, and 
- this nomination was unanimously confirmed by the general meeting 
of the Association. We may safely look forward to an enthusiastic 
meeting under Dr. Grondin’s administration. 


We cannot close without expressing our opinion that the 
recent meeting at Hamilton was unquestionably a great success 
from every standpoint, and was admirably managed from the 
opening day to the end. We offer our congratulations to the 
Executive of the Ontario Medical Associstion, to the other Societies 
participating, and also to the officials of the city of Hamilton who 
co-dperated and assisted in every way possible. 


REPORT OF THE MUSEUM AND LABORATORY 
SECTION 


pe attractive character of this feature of the Congress and the 

fact that, in the extent and thoroughness of detail to which 
it was carried, it was something of a new departure in the Associa- 
tion’s Programme, makes a special report in place. The section 
occupied two large well-lighted rooms on the eleventh floor of the 
Hotel Connaught, where the large series of pathological specimens 
and microscopic preparations set out in the museum, and the 
various laboratory procedures demonstrated, were shown to great 
advantage. 
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Among the Museum series, the greatest interest was un- 
doubtedly elicited by the specimens from the C.A.M.C. museum, 
shown by special permission of Surgeon-General Fotheringham, 
and under the personal charge of Capt. A. B. Chandler, C.A.M.C. 
Keen enthusiasm in the examination and study of these, the first 
war specimens to reach Canada, was displayed not only by the 
many military surgeons and civilian practitioners who visited 
the exhibition, but also by a continuous procession of the general 
public. The exhibit consisted of some thirty-five specimens, 
showing different types of wounds caused by modern warfare, 
collected at the Casualty Clearing Stations and Base Hospitals 
in France, and sent forward to Canada with a number of others 
from the Imperial collections housed at the Royal College of 
Surgeons in London, as the first instalment for a Canadian War 
Museum. In the series the specimens of intestines showing 
multiple wounds of entry and exit produced by a single bullet tra- 
versing successive coils, and brains showing impact from the 
opposite side of the cranium were especially noteworthy. From 
the point of view of surgical interference the intestinal wounds were 
also most interesting, for military statistics in the present war 
show that even such wounds under modern surgical treatment, 
when this can be applied early, have a very low mortality, while 
in previous wars they were nearly always fatal. The value of 
a Canadian War Museum to the country at large and to the 
Army Medical Corps in particular, and the wisdom of the mili- 
tary authorities in initiating this, was universally felt and warm 
appreciation was expressed on all sides. 

The University of Toronto set out a very fine collection of 
interesting conditions, beautifully mounted under watch-glasses. 
The special feature of the Western University of London exhibit 
was the interest of the individual specimens and the carefully 
detailed history sheet attached to each. From McGill University 
came three excellent special exhibits, one on animal parasites, one 
on congenital cardiac disease, and one on diseases of infancy. 

In the Clinical Laboratory part of the Section the various 
demonstrations were set out with elaborately labelled steps of 
procedure, and a series of highly instructive demonstrations were 
kept up. Abstracts of some of these have been received, and are 
subjoined. 

1. Dr. A. H. Caulfeild, of the Connaught Laboratory of Tor- 
onto, showed experimental prevention and treatment of gas gan- 
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grene, similar to that produced in man, in pigeons by inoculating 
with the B. erogenes, before, during, and after protective doses 
of antitoxin. The results were striking. An antitoxin for gas 
gangrene is now a proved fact. 

2. Dr. Norman Beal, of London, demonstrated on transfusion, 
first touching upon the history of this subject and the modern 
revival of interest in it following Carrel, and discussed the dis- 
advantages of the early methods of Crile and Elsbey in which 
artery to vein transfusion was done, and which has been abandoned, 
because it is technically difficult, destroys the artery, and does not. 
enable an accurate estimate of the amount of blood transfused to 
be made. The use of Hirudin had also been abandoned. Sodium 
citrate, another anticlotting method, was of use in some cases. 
The methods of passing the blood from the donor’s to the patient’s 
vein without adding any chemical are those recommended to-day. 
Three of these methods were discussed: 

(a) Syringe method—Lindeman’s needles, not generally used 
now. Still useful in children. Consists in passing blood into the 
superior longitudinal sinus at posterior part of anterior fontanelle. 

(b) Perey’s method—Tube and illustration shown. 

(c) Unger’s method.—Demonstrated. 


3. Drs. Luney, Campbell, and Crawford, of the Institute of 
Public Health, London, Ontario, presented a continuous demon- 
stration of routine laboratory procedures in Board of Health 
diagnosis throughout the entire week. 

The demonstrations consisted mainly of the bacteriology of 
tuberculosis, typhoid fever, and diphtheria. Under the section of 
tuberculosis, besides smears of sputum containing B. tuberculosis, 
there was on demonstration pure cultures of B. tuberculosis 
obtained directly from sputum following closely the technique of 
Petroff. A mounted guinea-pig, which had five weeks previously 
been inoculated with a positive sputum, showed extensive tuber- 
culous infiltration; at the site of inoculation a characteristic tuber- 
culous ulcer was early found with later involvement of the inguinal 
and lumbar glands, liver, spleen, lungs, and axillary glands. 

The section under typhoid not only demonstrated the agglu- 
tination test of Widal, and Gram stained preparations of the or- 
ganism, but also aimed to show the close morphological resemblances. 
of the colon-typhoid group of organisms and their differentiation 
by cultural methods, using as media for differentiating, litmus, 
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dextrose agar, litmus lactose agar, litmus saccharose agar, 
indol broth, and litmus milk. 

The section on diphtheria illustrated microscopically the 
various types of B. Diphtherie as classified by Wesbrook. Smears 
prepared directly from the throat of diphtheritic patients stained 
by Kenyoun’s stain were also demonstrated. Numerous other 
microscopic preparations including micrococcus meningitidis, micro- 
coccus gonorrheea, B. influenze, the spirillum and fusiform bacillus 
of Vincent’s angina, treponema pallida, diplococcus pneumoniz, 
streptococcus hemolyticus, and others, were demonstrated. 

4. Dr. H. K. Detweiler, of the University of Toronto, showed 
diagnostic features in syphilis as follows: 

(a) The Wassermann test for syphilis, showing typical, very 
strongly positive cases, negative cases, and serums from patients 
showing the effect of treatment. (b) The Lange colloidal gold 
reaction for spinal fluid showing typical paretic and luetic curves. 
(c) The Spirocheta Pallida, by Levaditi in the india-ink method. 
(d) Wall charts giving summary of the results of Wassermann tests 
in the wards of the Toronto General Hospital, the out-patient 
department, and those done in the laboratory of the Provincial 
Board of Health. (e) The technic of the dark field illumination 
for spirochetes. 

5. Dr. W. L. Robinson of the University of Toronto demon- 
strated methods of preparing sections for rapid diagnosis at the 
time of operation, using a new mounting fluid which greatly im- 
proves the result of the staining by polychrome methylene blue. 

6. Dr. Davis, of the Municipal Health Laboratories, Toronto, 
showed an exhibit illustrating: 

(a) The microscopic appearances of bacteria producing con- 
tagious diseases. 

(b) Outfits supplied free to physicians through seventy-five 
culture stations schttered throughout the city, diphtheria swabs 
and culture media, bottles for tuberculous sputum, slides for 
smears from gonorrhcea and blood smears for Widal, and outfits 
for blood collection for Wassermann’s. 

(c) Diphtheria and tetanus antitoxins, anti-meningitis serum, 
typhoid, .para-typhoid, smallpox and whooping-cough vaccines, 
distributed free. 

(d) Milk examination for bacteria by culture plates; estimation 
of butter fat by Babcock’s test; specific gravity by lactometer; by 
the dirt test, and tests for preservatives. 
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7. A continuous demonstration was conducted by Drs. Paul 
Roth, of Battle Creek, and Maude E. Abbott, of Montreal, on 
methods of air analysis with especial reference to the determination 
of the CO, tension. The following account is received from Dr. 
Roth: 

“Air analysis as an aid to clinical diagnosis is attracting more 
and more the attention of the clinician. 

The determination of alveolar CO, tension by means of the 
older classical methods is still the most satisfactory one and is com- 
paratively easy. 

The demonstrations included the following: 

(a) Methods of collecting alveolar air for analysis: the Plesch- 
Higgins’ method, Haldane’s method, and Roth’s method. 

(b) Methods of analysis of the sample by means of Haldane’s 
and Henderson’s apparatus. 

(c) Marriott’s simple yet sufficiently accurate method for the 
use of the clinician who is limited to the simplest facilities. 

(d) A simple method of detecting more or less quantitatively 
acetone in expired air by means of the Scott-Wilson solution. 

(e) The causes, significance and treatment of acidosis were 
summed up in several charts. 

Proper equilibrium in the alkalinity of the blood and other 
body fluids is as essential to normal metabolism as is the regulation 
of body temperature. The thermometer is the index of the latter 
while the alveolar CO, tension is generally (though not invariably) 
an index of the first. In either case the detection of departure 
from the normal is obviously of great elinical importance.” 


RESOLUTIONS 


Amongst the important resolutions passed at the meeting the 
following may be noted: 

Moved by Pr. H. B. Small, Ottawa, seconded by Dr. John P. 
Morton, Hamilton, and unanimously carried, 

That whereasthe members of the Canadian Medical Association have 
viewed with admiration the collection of specimens from the C.A.M.C. 
Museum, which were sent to Hamilton by special permission of Surgeon- 
General Fotheringham for the Canadian Medical Week, and whereas 
these war specimens have aroused great interest both among military 
surgeons, civilian practitioners, and the general public visiting the Con- 
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gress, and since thetr further collection and their adequate preservation 
and development into a great Canadian War Museum must be of the 
utmost value in the education of the Canadian Army Medical Corps 
at the present time, as well as a fitting memorial to future generations 
of the sacrifices of our troops, be it resolved, 

That a copy of this statement of appreciation be sent to Surgeon- 
General Fotheringham, D.G.M.S., with the recommendation that it 
be forwarded to the Minister Overseas as an expression of the warm 
support which the development of a Canadian Army Medical Corps 
Museum received from the members of the Canadian Medical Associa- 
tion. 

Having been moved and seconded it was unamiously resolved: 

That having heard the address of officers of the Aviation Service 
of the United States Army upon the great necessity of a proper physical 
training for cadets after entering the Canadian Air Force and the 
necessity for medical supervision of aviators during their full time 
of active service, we would urge tke Imperial Government and the 
Government of Canada that in order that many lives may be saved 
from avoidable causes, that specially qualified Medical officers be 
appointed to the Aviation Corps. 


Dr. C. E. Green, of Edinburgh, in a recent work on the 
cancer problem, advances the view that cancer is most likely to 
occur in localities where the fuel contains a high proportion of sup- 
phur. In his investigations, especially in certain districts in Scot- 
land, he has found that the cancerous districts are those burning 
coal, and those where cancer is infrequent burn wood or peat. In 
Nairnshire, where Scottish cancer mortality reaches the maxi- 
mum, the disease is very definitely confined to half the county or 
less, while the remaining area of about one hundred square miles 
is entirely free. In the cancer free section, peat is exclusively 
used, and in the cancerous portion coal ‘is the chief or only fuel. 
In the Orkneys, peat burning Stenness counts only one cancer 
Victim in forty-two deaths from all causes, while one-ninth of all 
deaths in coal burning Sanday are due to this disease. Birsay in 
the Orkneys and St. Andrews furnish an apparent exception to 
the rule, as these places burn peat, yet have a high cancer mortality. 
The explanation is that the peculiarly hard stony soil produces 
peat with an unusually large proportion of sulphur. 
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Obituary — 


DR. HUGH CAMERON 


A PROMINENT citizen of Nova Scotia has just passed away in 
the person of Dr. Hugh Cameron, former M.P. for Inverness, which 
he represented in the House of Commons for twenty years. 

Dr. Cameron was born at South River, Antigonish County, 
in 1836. He was educated at St. Andrew’s Grammar School and 
at St. Francis Xavier College, of which he was one of the earlier 
professors. He graduated with honours in 1861 at the University 
of Pennsylvania, and for a time practised his profession successfully 
in that State, and served as an army surgeon in the American 
Civil War. The insistent call from his home country to return and 
take up practice in Eastern Nova Scotia was a deciding factor in 
his life. Few men have had a more strenuous career. He came 
to Mabou, Inverness County, and had for his field of action that 
vast territory extending north from the strait of Canso one hundred 
and thirty miles to Bay St. Lawrence, and from Mabou to Baddeck 
a distance of over forty miles. It now takes about twenty capable 
doctors to care for the needs of this territory then attended to by 
Dr. Cameron alone. He laboured under the greatest difficulties, 
with no hospitals or trained nurses to assist him, and for fifty-four 
years gave freely of his time and skill in overflowing measure to 
alleviate the sufferings of rich and poor alike. 

Dr. Cameron enjoyed the unique distinction of having been 
the youngest member of the first Canadian Parliament, and since 
the death of his old leader, Sir Mackenzie Bowell, he is the last 
of that notable group of men who sat at Ottawa immediately after 
Confederation. He enjoyed the confidence of Sir John A. Mac- 
donald to a very marked degree. 

When Dr. Cameron retired from practice and the active cares 
of life, he carried with him the good wishes of a continent-wide 
circle of friends. He was noted for his toleration and broad sym- 
pathies, for his loyalty to friend and his fairness to foe, and above 
all for his Christian fortitude and sterling integrity. His death, 
in his eighty-second year, removes from our midst a noble hearted 
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doctor with a stainless professional record and a venerable and 
distinguished citizen who has served his country long and hon- 
ourably. 


Dr. M. H. Hareut died suddenly at his home in Toronto 
from heart failure at the age of forty-nine. He took his medical 
degree at McGill University in 1893. He then settled in New 
Durham, his birthplace, and practised there for fourteen years. 
After taking a post-grauate course abroad he went to Toronto 
where he resided at the time of his death. 


Dr. Boye Travers, the oldest physician in the Province of 
New Brunswick, passed away, April 7th, at his home in St. John, at 
the advanced age of ninety-four. He was born in Ireland in 
1824, educated at Trinity College, Dublin, and took his degree 
in 1847. The following year he came to Canada and for seventy 
years resided in St. John, during that long period never changing 
his place of'residence. In the cholera epidemic in 1854 Dr. Tra- 
vers did splendid service in caring for the sick and dying during 
that awful visitation. Dr. Travers took a keen interest in all 
matters pertaining to the city of his adoption, and, though never 
seeking political honours, always took his share in any cause that 
had for its object the betterment of social or political conditions. 
He enjoyed the full confidence of the people he served so faith- 
fully and when he retired from active work left a vacancy hard to 
fill. 

Dr. Travers was a member of the Senate of the University of 
New Brunswick, for many years a member of St. John School 
Board, and the first president of St. Patrick’s Society. In 1864 
he married Catherine Sweeney, sister of the late Bishop Sweeney, 
and is survived. by five children and seven grandchildren. His 
two sons adopted their father’s profession one being Dr. J. Boyle 
of the Provincial Hospital Staff and Dr. H. P. Travers, St. John. 


Dr. Patrick RoBErRTSON died at his residence in Caversham, 
England, on April 9th. Dr. Robertson was the eldest son of 
Dr. William Robertson of Edinburgh, Scotland, and was born in 
St. Andrews, Argenteuil County, where, after graduating in medi- 
cine at McGill University, he succeeded to his father’s practice. 
In 1896 Dr. Robertson left Canada for England with a view to 
taking up special branches of his profession and finally went to 
Oxfordshire, where he resided till his death. 
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Dr. N. D. Ricuarps died in Belleville, on April 18th, after 
suffering some time from heart trouble. He was born at Cramhae, 
Northumberland County, in 1852. He graduated in 1877 from 
Toronto University with honours, and was a silver medalist. 
After practising thrity-four years in Warkworth he removed to 
Belleville, where he spent the remainder of his life. 


Dr. NEwTon, of Deseronto, died February 13th, aged seventy- 
six. He graduated from Queen’s University in 1866. He com- 
menced practice in Deseronto in 1870, remaining there until the 
time of his death. He was for many years physician to the Mo- 
hawk Indians on the reserve. He was Mayor of Deseronto in 
1903-4, and again occupied that office till 1907-12. He took an 
active interest in politics, and was for some time president of the 
Conservative Association. 


Dr. Wiiuiam P. McNALty died after a brief illness in Bangor, 
Maine. He was born in Prince Edward Island. He received 
his medical education and graduated from McGill University. 


Dr. L. G. McKrsson died March 3rd, in Toronto, after 
suffering from paralysis for four days following a stroke a month 
previously. He was fifty-two years of age. He graduated M.D. 
from Trinity in 1886. He practised for two years in Blackstock 
and then removed to Toronto where he continued to practise his 
profession until the time of his death. 


Miscellany 


Hews 
ALBERTA 


THE venereal diseases prevention act stands for its first reading 
in the Legislature. It provides that every hospital receiving aid 
from the province shall have accommodation for persons suffering 
from such disease. None but qual'fied medical practitioners shall 
attend upon, prescribe, offer or supply drugs or appliances for 
treatment; publication, issuing or distribution of particulars with 
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regard to drugs or appliances is forbidden under a penalty of not 
less than $100, and not more than $1,000, defaulting penalty not 
to exceed twelve months. In addition, there is a fine of $200 or 
three months for in any way intimating that a person has con- 
tracted the disease or been examined. Secrecy on the part of every 
person employed in the administration of the Act will be enforced 
not only by the imposition of the penalty, but by dismissal from 
office. 


Amone the financial provisions for the coming year, with © 
regard to the 1918 estimates, appropriations of $218,000 for hospi- 
tals and public health purposes were features of the action recently 
taken by the legislature. This amount included votes passed for 
the care of incurables $9,000; medical care of soldiers’ children 
$15,000. The proposal is under consideration for a tubercular 
sanatarium, to be built jointly by the Dominion and Alberta gov- 
ernments, the cost of which is estimated at $400,000. 


BRITISH COLUMBIA 


Dr. Ernest HAuu has made a most generous offer to supply 
the Royal Jubilee Hospital, without charge, with his own electrical 
equipment, including galvanic, faradic and electro-therapeutic 
appliances, provided that space were found for its installation. 
The donor further undertook to supply the services of a qualified 
medical electrical expert for half a day per week, free, for the 
treatment of returned soldiers. 


MEDICAL COLLEGES 


CoLonet H. 8. Brrxert, C.B., Dean of the Faculty of McGill 
University, and professor of oto-laryngology, in the University, 
has been honoured by being elected unanimously as President of 
the American Laryngological, Rhinological and Otological Society 
at its recent meeting held in Atlantic City on May 25th. This 
is the first oecasion that a Canadian has received this distin- 
guished honour and which is doubtless in some part in recognition 
of his services in the great war. Colonel Birkett is to be congratu- 
lated on this well-deserved honour. 

In_ the results of the first year in medicine at McGill Univer- 
sity to which women students have just been admitted, the lists 
are headed for the first time by a woman, Miss Jessie Boyd, B.A. 
Two of the four women enrolled have secured aggregate honours 
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in all subjects, and the other stands thirteenth on a pass list of 
seventy-two students. 


Toronto University 


THE University of Toronto, Faculty of Medicine, held a special 
convocation, April 25th, to present their degrees to the students 
who have successfully passed their fifth year examinations. There 
were seventy-five students on the list, twelve of whom had already 
been on active service, and many others are preparing for overseas 
duty. Lieut.-Col. E.S. Ryerson, Assistand Director of Medical 
Services in the Toronto military district, after the ceremony inter- 
viewed the graduates eligible for service under the Military Service 
Act. About fifty of the graduates are competent, but at present 
only thirty are required in the Army Medical Corps in this dis- 
trict. Those selected by Colonel Ryerson will be ordered to report 
at the Army Medical Training Depot. The president, Sir Robert 
Falconer, concluded his address to the students with these impres- 
sive words: ‘‘The State will expect a fuller service from those on 
whom it has conferred special advantages. You are sent out com- 
petent for the work of the immediate future, and when you return 
you will be expected to carry on a work of a higher grade.” 

Among the medical staff in khaki on the platform were Lieut.- 
Col. Stanley Ryerson, Lieutenant G. Wishart and Colonel Primrose, 
who has recently returned from the front, and who made the pres- 
entations. Five women were among those who received medical 
degrees. 


Queen’s University. 


QUEEN’s Medical Faculty are making satisfactory arrange- 
ments with regard to the new military service regulations. Men, 
liable under the new regulations of the Act, will be placed in the 
C.A.M.C. for medical work in Canada. If conditions warrant, they 
will be allowed to continue their studies in the fall. A summer 
session is likely to be held to graduate fourth year men in the late 
fall so that they- may take overseas commissions. 


McGill University 


On April 16th, McGill University held its annual convoca- 
tion for conferring degrees in medicine. Sixty-two men received 
the degree of M.D., C.M., and of this number practically every man 
volunteered for military service. The prize winners were: Holmes 
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Gold Medal, R. H. MacLauchlan; Final Prize, R. R. Struthers, 
B.A.; Wood Medal, H. E. Skeete. The advancement of the date 
of convocation was the result of the request of the military authori- 
ties for the earlier graduation of the final year in order that they 
might make use of their services. 





































ARMY MEDICAL SERVICES 


Str Epwarp Scott WorRTHINGTON has been created a Knight 
Commander of the Royal Victorian Order. He served with dis- 
tinction in the South African war from 1899 to 1902, was appointed 
physician to the Duke of Connaught when Governor-General of 
Canada, and went to the front in 1914. 

COLONEL ALEXANDER Primrosg, C.B., professor of surgery 
of the University of Toronto has been made a Companion of the 
Order of the Bath. He went overseas with the University Hospital, 
and served in Greece and England, where he was consultant to 
the Canadian forces. 

Vicrork Opium, JAMES ELMsLeEY and CoLoNeL ARTHUR 
Epwarp Ross have been created Companions of the Bath in the 
King’s Birthday List of Honours. 

Dr. C. E. Epegerr, Canadian North West, and Masor THeEo- 
DORE A. LoMER, medical health officer of Ottawa, have received 
the Distinguished Service Order from the King. 

Mason CuaRtes Wootwarb, C.A.M.C., has been appbinted 
to take charge of the Vancouver military hospital, in succession to 
CoLonE.L C. E. Donerty, who has resigned. 

Masor A. D. MacDona.D, of Victoria, has been appointed 
deputy commandant and assistant director for British Columbia 
of the invalid soldiers’ commission, with headquarters at Vancouver. 

LIEUTENANT-CoLONEL J. A. Hurcuison has been appointed 
consulting surgeon of the Canadian Army Medical Corps. He 
succeeds Colonel George Armstrong, who recently returned to 
Montreal. Lieutentant-Colonel Hutchison was the chief medical 
officer of the Grand Trunk Railway, senior surgeon of the Montreal 
Generil Hospital, and professor of surgery at McGill University. 
He went overseas in the latter part of 1916. He was acting com- 
manding officer and chief surgeon of No. 1 Canadian General 
Hospital at Etaples, France. 

MaJor J. S. MaTuEson, senior medical officer at the Canadian 
Clearing Station at Buxton, England, has been transferred to 
No. 3 Canadian Hospital at Etaples. 
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Str Epwarp Kemp, after inspecting the Canadian Army 
Dental Corps, declared that to Canada was due the development 
in army dentistry, and that in this direction all other allied nations 
have followed in her lead. Both the Australian and New Zealand 
contingents are sending men to the Canadian Dental hospitals to 
take a course in the treatment of ‘‘trench mouth’’, which is one of 
the greatest sources of infectious trouble at the front, spread by 
the use of the same drinking utensils. Colonel Armstrong, of 
Ottawa, and his staff, have already performed nearly two million 
dental operations, including French peasants as well as soldiers, 
since the unit was organized in 1915. Jaw treatment is another 
specialization of the Canadian Dental Service. After injuries 
received on the battlefield, these cases are drafted to the Ontario 
Hospital at Orpington, Kent, where a highly skilled staff of oper- 
ators are producing remarkable results. 


Tue Petawawa Camp has been placed under the medical con- 
trol of Colonel Fraser, of Ottawa, who has been appointed A.D.M.S. 
of thecamp. Nursing Sister G. B. McCullough, Royal Red Cross, 
will leave Kingston with a party of five nurses to make up the nurs- 
ing staff of the camp. One or two medical officers will be sent 
from Kingston. 


Two large Canadian hospitals suffered heavily in the recent 
German raid on British hospitals in France. One monster bomb 
fell direct on the sleeping quarters of the Canadian orderlies and 
other personnel and many were blown to pieces. The Canadian 
nurses shared the honours with their British sisters. They showed 
the utmost heroism in tending the wounded under a terrific fire 
from the skies. When Matron Number Seven called for volun- 
teers to move across the open, under bomb, fire in order to give 
needed help every nurse present immediately volunteered. She 
took the nearest two who moved out unhesitatingly as though 
selected for a special honour. Many nurses were wounded and 
some killed. The latter, two days later, were given a soldier’s 
funeral. Special recognition is due to the orderlies, who suffered 
heavily, many of whom wereelderly men. They were doing splendid 
service, and their faithfulness and excellence had aroused general 
respect. 


TuE University of Toronto has conferred the Degree of Doctor 
of Public Health upon Lieutenant-Colonel George Nasmith, 
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director of the civic laboratories. Dr. Nasmith has just returned 
from France where he has been engaged on army sanitation work, 
on which he has written a valuable book. He is now entitled to 
the letters C.M.G., M.A., Ph.D., D.Sc. (honorary degree conferred 


a year ago) and D.P.H.. He graduated from Toronto University 
in 1900. 









TueE Cross of the Legion of Honour has been awarded by the 
President of the French Republic to Colonel Noel Marshall, of 
Toronto, chairman of the executive committee of the Canadian 
Red Cross Society. The honour was conferred in recognition of 
services rendered to France. 














CoLonEL Dr. C. A. Hopeetts, Canadian Red Cross Com- 
missioner Overseas, has tendered his resignation which has been 
accepted. Lady Drummond has assumed the position of assistant 
commissioner of the Canadian Red Cross Society in England. 
Her multifarious and beneficent activities on behalf of the Canadian 
wounded since the outbreak of the war have been warmly com- 
mended by Colonel Hodgetts. The latter was presented with 
several pieces of silver from the members of the staff in grateful 
acknowledgement of his services. In the 1917 birthday honour 
list, the King conferred the decoration of C.M.G. in appreciation 
of his work. 


CASUALTIES 
Killed in Air Raid 
Captain D. E. Howes, C.A.M.C., Ontario 













Died of Wounds 


Dr. E. E. Meek, C.A.M.C., Regina 
Horace McMillan, C.A.M.C., Nova Scotia 







Died on Active Service 
Nursing Sister Forneri, Belleville, Ontario 






Wounded 


Captain Henry Clinton Pearson, C.A.M.C., Toronto 
H. Tozer, C.A.M.C., London, Ontario 
E. M. Osborne, C.A.M.C., London, Ontario 
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Book Reviews 


BLoop TRANSFUSION, H#MORRHAGE AND THE ANZMIAS. By 
BERTRAM M. BERNHEIM, A.B., M.D., F.A.C.G., instructor 
in clinical surgery, the Johns Hopkins University. 247 
pages. Price $4.00. Publishers: J. B. Lippincott Com- 
pany, Philadelphia, London and Montreal, 1917. 


BERNHEIM’s name has been for the past seven or eight years 
closely associated with blood vessel surgery and blood transfusion. 
At the Johns Hopkins Hospital and in Baltimore generally he has 
had the opportunity of a large experience, particularly in blood 
transfusion; and the present work is valuable not only for its full 
consideration of the large amount of-work done in this field, but 
also for the critical judgement based on experience which the author 
is able to contribute. The book is thoroughly up to date, its pub- 
lication dating from May, 1917. It is a volume of 247 pages and 
is written in a pleasant style which makes very easy reading. The 
table of contents includes twelve chapters as follows: Blood and 
the Phenomenon of Bleeding; Diagnosis of Hemorrhage; Control 
of Hzemorrhage—Factors Involved in a Determination of Danger 
Limits. Blood Pressure; Indications for Transfusion; Danger of 
Transfusion—Hemolysis and Agglutination; Selection of Donor 
for Transfusion—Dangers to Donor—Treatment of Donor after 
Transfusion; Methods of Transfusion—Technique; Transfusion for 
Acute Hemorrhage and Shock—aAccidental Gastric Ulcer—Post- 
operative—Post-partum—Placenta Previa—Extra-uterine Preg- 
nancy—Typhoid Fever; Transfusion for Anemia and Debilitated 
Conditions in General—Blood Dosage; Primary Pernicious Anemia; 
Transfusion for Hemophilia, Melena, Purpura, Neonatorum, 
Jaundice; Leukeemia—Splenic Anemia (Banti’s Disease)—Certain 
Toxeemias. 

It is the opinion of the reviewer that Bernheim’s book is the 
best one published to date on this subject, particularly for the 
general practitioner and the junior members of hospital staffs, who, 
from the necessity of the case, are most often entrusted with the 
carrying out of transfusion in emergencies. In other words, the 
book is to a large extent most practical. The technique of trans- 
fusion in its various forms is very fully described. The author is 
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inclined to favour on the whole the citrate method, and in this the 
reviewer feels that he is right. Although relatively considerable 
space is given to a description of the older direct methods of trans- 
fusion, it is acknowledged that these are now practically obsolete. 
Most hospitals now possess apparatuses devised for the indirect 
method, whether the Kimpton-Brown glass cylinder, the syringe 
outfit of Lindeman, the apparatus of Unger, or of Bernheim, or 
others less well known. But all these need somewhat more train- 
ing and expertness, and are more liable to get out of order than a 
simple syringe or funnel outfit with cannula, which is all that is 
necessary with citrated blood, which can be treated practically as 
if it were so much saline. 

There are valuable chapters upon the selection of the donor, 
and upon the danger of transfusion. Moss’ well-known work on 
blood groups is given in extenso, together with several other methods 
of testing the donor’s against the patient’s blood. Bernheim, 
however, believes strongly that in cases of great emergency there 
is less danger in doing an immediate transfusion than in waiting to 
work out the question of compatibility between donor and patient. 

The table of contents indicates the scope of the other chapters, 
a consideration of which is hardly allowed in the space of a book 
review. Suffice it to say that in each chapter the subject is brought 
well up-to-date. 


Medical Societies 


No. 1 CANADIAN GENERAL HOSPITAL CLINICAL 
SOCIETY 


Meeting January 3rd, 1918 


Present the following officers: Colonel Simpson, president; 
Lieut.-Col. Gunn, Majors Gwyn and Harrison; Captains. MacDer- 
mot, Baragar, Beech, Connolly, Forsyth, Fraser, Kenny, Lauchland, 
Logie, Mackay, McMurrich, Moffatt, More, Wade; three visitors. 


Specimens from Autopsy. Presented by Captain Baragar. 

1. A larynx and trachea showing a large amount of yellowish 
white membrane, desquamating in places, and extending from the 
tip of the epiglottis to the bifurcation of the trachea. Underneath, 
the mucuos membrane is seen to be rather deeply injected. The 
membrane is only fairly adherent. 
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The specimen is from a surgical case. The patient complained 
of his throat for several days before death by sepsis. Strangely 
enough a culture from the wound a few days before death showed 
an organism resembling bacillus diphtheriz, attained by Neisser 
method, though a culture from the membrane itself was negative 
for this organism, and showed only streptococci and staphylococci. 

2. Liver from a case with the foilowing history. Patient 
wounded on November 27th and died on December 28th. 
There were severe infected wounds, and left leg was amputated. 
At post mortem a septic infarct was found at the base of the left 
lung, and the lung was covered with exudate. It is well seen in 
the specimen shown. In the epigastrium was found a very small 
healed wound, which never had caused trouble. This was found 
to pass through the insertion of the left rectus muscle and enter 
the liver. The wound in the liver was well closed by organized 
exudate, but on stripping this off, pus welled out, and a septic 
track about six inches long was found in the right lobe. It con- 
tained about one ounce of pus and a small metallic F. B. was 
lodged at the end of the track. This was all very well shown in 
the specimen. 


Eye Case. Type of Iritis. Demonstrated by Captain Fraser. 

Captain Fraser stated that the case was particularly interest- 
ing because it was so characteristic. There was a history of the 
man having had gonorrhoea sixteen years ago, and he has had six 
relapses since. He now has slight pale discharges in the morning. 
His present attack of eye trouble began about three weeks ago. 
The eye became very red, and it has gradually increased in severity 
to its present condition. The man had rheumatism while at the 
front, and a year ago fell on his knee, which swelled up in conse- 
quence. He was sent to hospital, and remained there some weeks. 
He now has occasional attacks of synovitis. Colonel Simpson 
spoke briefly, and asked what features were present which had 
resulted in the case being determined as one of gonorrheeal iritis; 
and if there was any difference between the iritis seen in this case 
and that of a rheumatic condition. 

Captain Fraser in reply stated that while in London he had 
been brought into contact with a series of such cases, and his ex- 
perience left no doubt as to the character of the present case. It 
had been found that an exudate in the anterior chamber, like the 
case before us, is not common. Paracentesis had determined the 
presence of fluid. seventy per cent. of the cases had gonorrhcea. In 
no case in which there was exudate in the anterior chamber were 
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we unable to demonstrate gonococcus or gonorrheal history. 
There was no exudate in tuberculosis, and usually nodules could 
be seen at the periphery of the iris. There was also likely to be 
come corneal affection. 

In reply to a question by Colonel Gunn as to treatment, 
Captain Fraser stated that if the patient does as well as expected, 
there will be a great change in a week’s time. The exudate will 
disappear. Atropine was being given now in large doses. 


Case of Skin Disease. Lupus? Demonstrated by Captain Kenny. 

Captain Kenny drew attention to the violet coloured ground- 
work, with masses in various parts. These are nodular and char- 
acteristic. The history of the case dates back to 1902, and has 
been continuous since that time. There is a doubt as to whether 
it is a case of lupus. The report of the skin removed from the 
case would be given at the next meeting. 

Captain Kenny instanced an interesting case which had passed 
through No. 24 General Hospital. Excision. had been made at the 
C. C, S., and there was growth when the patient was admitted. 
He also had periostitis. Excised portions from periosteum and 
from scalp resulted in report from pathologist that it was tuber- 
culous. 

Major Gwyn discussed the case. 

Captain Moffat asked what the nature of the discharge was, 
and if actinomycosis had been found. The nodules and the length 
of time in which it had been going on prompted this question. 


Case of Malignant Disease of Stomach or Small Intestine. Demon- 
strated by Captain Baragar. i 
Captain Baragar gave an outline of the history of this case. 
Patient was admitted on December 23rd, 1917. He had been 
attached to the anti-aircraft section. On admission he complained 
of weakness, pain in the back, in the neck, and across the shoulders; 
loss of weight. Note made at the C. C. 8S. to the same effect. He 
had entered the latter in a collapsed condition, and required im- 
mediate treatment. The first trouble noticed was eight years ago, 
when pain developed; after that, vomiting, which came on at inter- 
vals of about a month. The attacks gradually increased, but the 
patient felt fairly well in between times. The vomiting usually 
occurred after meals, The next symptom was loss of appetite, 
and for the last year this has continued. He had has a tendency 
to constipation; has passed blood by the bowel, and after a dose 
of salts it was quite red. Notes made at C. C.S. said that the same 
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colour was in the vomit. When he came into the hospital, the first 
thing noticed was the paleness of skin and mucous-membrane, 
great weakness and loss of flesh. Lungs were negative. Heart 
showed slight murmur at the apex. A test breakfast was given, 
and the stomach pumped about one and a half hours later. It 
seemed normal except for some mucous, and contained .35 per cent. 
of hydrochloric acid. A second breakfast given and stomach 
pumped about three-quarters of an hour later, showed a small 
amount of mucous. Yesterday morning the stomach was inflated. 
The position as shown is normal, and well up in the epigastrium. 
Dilatation caused no particular discomfort. The stomach was 
washed out, and almost a quart of water put in. Urine was 
negative; stool reacted strongly for blood. Blood examination 
showed: Hemoglobin, 20 per cent.; R. B. C., 1,550,000; W. B. C., 
7,600. Not very much change in the differential. Another blood 
count showed a slight increase in the number of reds. Hemo- 
globin about 25 per cent. Patient is now feeling very well. 

Major Gwyn in discussing the case said, that it was one that. 
presented some distinctly unusual features. The most striking 
thing was the man’s extreme degree of anemia, and it is undoubtedly 
a secondary anemia of very marked degree. The history of the 
case is very suggestive of cancer or a chronic ulcer. The absence 
of pain or presence of hydrocholric acid should not influence one 
in arriving at diagnosis. At one time since the patient’s stay here, 
he had a very distinct mass which could be felt. The disappearance 
of the mass is the commonest possible feature in gastric-neoplasms. 
He had very little doubt that there is a mass of some sort situated 
in the stomach, but the point is whether that is a carcinoma or 
whether it is a mass of scar tissue lying in the stomach wall. It is 
not an uncommon thing in the old scarring ulcer cases to have a 
very distinctly palpable mass; a mass which might give all th> 
suggestions of carcinoma. Nothing was found in the examination 
of the glands. The glandular condition is always interesting, and 
no case of neoplasm of the stomach or abdomen had been com- 
pletely examined unless the supraclavicular glands had been looked 
into. 


Case of Chronic Pneumonia following Lobar-Pneumonia. Demon- 
strated by Captain Baragar. 
The patient was admitted on December 10th, complaining of 
pain in the right side of chest, shortness of breath, weakness, some 
cough, and slight expectoration. 
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The onset had been on November 23rd or 24th, with shortness 
of breath and pain in the side. The C. C. 8S. notes on November 
27th report a dry friction on the right side, solid lung around the 
right nipple, tubular breathing over right lung, and later the whole | 
lung became solid. The patient ran a continuous temperature to 
102° and 103° until the 30th. This subsided by lysis, reaching 
normal in about eight days’ time. He had had an attack of pleurisy 
when nine years of age, and an attack of jaundice some years ago, 
but had otherwise been fairly healthy. On admission to this 
hospital he was visibly dyspnoeic, weak, and somewhat emaciated. 
On examination, the right side of his chest was found to be much 
shrunken, and showed marked diminution of expansion, and im- 
pairment of resonance, the note being almost flat posteriorly, at 
the apex in front, and in the axilla. The area from midway between 
the nipple and the anterior axillary fold to the sternum, and the 
base in front is more resonant, but the vocal fremitus is increased 
over that side. On auscultation, the normal vesicular murmur was 
almost absent throughout. There is amphoric breathing at the 
apex of the axilla. At the base there were a few crepitations, and 
also in the axilla. The left lung showed some loss of resonance 
at the apex, and a few crepitations. The apex beat is little, if at 
all, displaced. The blood count is not far from normal. White 
blood cells, 9,800; red blood cells, 4;800,000; hemoglobin, 80 per 
cent. The differential count shows a slight rise in the lymphocytes, 
41 percent. The urine shows a trace of albumen. The z-ray is very 
interesting, bearing out the clinical findings very well, showing, as it 
does, a narrowing of the chest on the right side, a high diaphragm, 
and a markedly increased density of the right lung, especially at the 
apex and the outer half. Weakness is now rapidly decreasing, and 
the symptoms have practically cleared up. 

Captain Moffat, in discussing the case, said that the history 
as given suggested rather forcibly one of two things; either that 
the case was one of delayed resolution, or there has been osme 
previous tubercular trouble. Lacking further history, there seems 
to be delayed resolution of pneumonia. Such cases are quite com- 
mon. The chart is rather suggestive, it having taken ten days 
to reach normal. The x-ray picture on the other hand rather 
points to the fact of some previous lung trouble, as also would the 
fact that there is a collapse; that there is still considerable consoli- 
dation towards the wall; and that the man is evidently below par. 

Major Gwyn discussed the points’ brought out by Captain 
Moffat. The most striking feature of the man as first seen, was 
the apparently rapid contraction of the chest. 
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MONTREAL MEDICO-CHIRURGICAL SOCIETY 


Tue seventh regular meeting of the society was held Friday, 
January 4th, 1918, Dr. A. E. Garrow, president, in the chair. 

PATHOLOGICAL SPECIMEN: Heart showing atresia and occlusion 
of the aorta at the site of the ductus botalli in a man thirty-five 
years of age, by Dr. W. S. Scott. : 

DEMONSTRATION: Dr. M. Lauterman demonstrated a new 
urethroscope and an improved apparatus for the administration 
of the Carrel-Dakin solution in the treatment of wounds. 

Appress: Major C. K. Russel addressed the meeting on 
Psycho-genetic conditions in soldiers, giving a resumé of the work 
of different hospitals both in England and France where these 
eases are being treated; the various methods of treatment; the 
men who are doing special work along these lines; his own work 
and researches and the splendid results obtained for the men. 

Dr. C. F. Martin and Dr. M. Lauterman took part in the dis- 
cussion and Major Russel replied. 

The eighth meeting was held January 18th, Dr. A. E. Garrow, 
president, in the chair. 

Livine Case: Dr. L. T. W. Penny exhibited a case for Dr. J. 
Appleton Nutter, illustrating the end result of the operative treat- 
ment of obstetrical paralysis. (To be published later.) 

Papers: 1 An experience through the Halifax disaster, with 
illustrations, by Dr. F. T. Tooke. (Published in the April number 
of the JOURNAL.) 

2. Recent conceptions of immunity and their practical bear- 
ing, by Dr. H. Oertel. (Published in the April number of the 
JOURNAL.) 

The ninth meeting of the society was held in the Royal Vic- 
toria Hospital on February 1st, 1918, the members of the society 
being the guests of the hospital. 

An interesting demonstration of medical and surgical living 
cases was given im one of the main medical wards of the hospital 
by the members of the staff; and exhibits of pathological speci- 
mens and of clinical apparatus were also shown. Following this, 
Professor W. T. Porter, of Harvard University, gave an address 
on surgical shock with special reference to observations made in 
the base hospitals in France, which was of great interest. 

The following cases and exhibits were presented in Ward ‘‘A’’. 

SureicaL: Dr. Garrow: Living Cases—Two cases of fracture 
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of the neck of the femur; hemangioma (extensive) of the left arm; 
cases of jejunostomy; case of paraplegia with remarkable history; 
latent spina bifida (?); large mucoid fibroid of abdominal wall; 
subcostal incision in gall-bladder surgery; cancrum oris following 
measles; cartilage chips in filling bone defects (with actinograms) ; 
typhoid hip-joint. 

Dr. Archibald: Three cases of carcinoma of splenic flexure; 
case of traumatic asphyxia. 

Drs. Keenan and McKenty: Living cases. 

Dr. W. J. Paterson: Cases illustrating various forms of 
arthritis. 

Dr. D. MacKenzie: Palpable horseshoe kidney. 

GynacoLoey: Prof. Harding and Dr. Duncan: New therapy 
in pernicious vomiting (with method). 

Dr. Chipman: Case of idiopathic uterine hemorrhage with 
radium treatment; pelvic neoplasm with infection ; uterus didelphys; 
pathological specimens. 

Mepicine: Dr. Hamilton: Relapsing fever in endocarditis; 
multiple subcutaneous metastases. ~ 

Dr. Martin: Tumour behind optic chiasm; hypopituitarism; 
acromegaly. 

Dr. Morphy: Intramedullary spinal tumour simulating syrin- 
gomyelia. 

Dr. Mundie: Pathological specimens of brain tumours. 

Dr. Fry: Sarcoma of the kidney in child (removed eight years 
ago); illustration of infant-feeding; use of salvarsan per rectum in 
children; x-rays in rickets. 

Drs. Bruére and Mason: Case of kerion; ring-worm treated by 
x-rays; general furunculosis following pyorrheea. 

Oro-LaryNGoLoay: Dr. White: Laryngo-fissure for car- 
cinoma of larynx; endonasal operation for chronic suppurating 
sphenoidal sinus; dental cysts; antral suppuration of dental origin. 

Dr. Rogers: Angioma of larynx; tumour of nasal pharynx. 

Dr. Ballon: Singer’s nodes. 

Exuisits: Drs. Oertel, Bruére, Crowdy, E. Smith, and Mac- 
Kenzie: A series of pathological and bacteriological specimens. 

Dr. Byers: Microscopical sections illustrating pathological 
changes underlying failure of Elliott’s operation. 

Dr. Tooke: Pathological specimens of eye conditions. 

Dr. Bourne: Modern instruments and appliances used in 
anesthetics. 

Dr. Cheney and Mr. McNeil: General series of actinograms. 

Dr. Abbott: Apparatus for studying respiratory metabolism. 
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Medical Societies 


CANADIAN MEDICAL ASSOCIATION :—President—Dr. H. B. Small, Ottawa. 
President-elect—Dr. S. E. Grondin, Quebec. Acting Secretary-treasurer—Dr. J. 
W. Scane, 836 University Street, Montreal. 


ACADEMY OF MEDICINE, TORONTO:—President—Dr. D. J. Gibb Wishart. 
Secretary—Dr. J. H. Elliot, 11 Spadina Road. Treasurer—Dr. J. H. McConnell. 


ALBERTA MEDICAL ASSOCIATION :—President—Dr. D. G. Revell, University 
of Alberta, Edmonton South. Secretary-treasurer—Dr. T. H. Whitelaw, Medical 
Officer of Health, Edmonton. 

Annual Meeting, Edmonton, 1918. 


ASSOCIATION OF MEDICAL OFFICERS OF THE MILITIA:—President—Lt.- 
Colonel A. T. Shillington, A.M.C., Ottawa. Secretary—Captain T. H. Leggett, 
A.M.C., Ottawa. 


ASSOCIATION OF MEDICAL OFFICERS OF NOVA SCOTIA—President—Dr. 
George E. DeWitt, Wolfville. Secretary—Dr. W. W. Hattie, Halifax. 


BRANT COUNTY MEDICAL SOCIETY :—President—Dr. E. R. Secord, Brant- 
ford. Secretary—Dr. M. N. Faris. 


BRITISH COLUMBIA MEDICAL ASSOCIATION :—President—Dr. J. Glen Camp- 
bell, Vancouver. Secretary—Dr. H. W. Riggs, Vancouver. 


CALGARY MEDICAL ASSOCIATION—President—Dr. H. A. Gibson. Secretary 


—Dr. J. W. Richardson. Treasurer—Dr. J. V. Follett. 

CANADIAN ASSOCIATION FOR THE PREVENTION OF TUBERCULOSIS :— 
ene J. A. Machado, Ottawa. Secretary—Dr. George D. Porter, 

awa. 

CANADIAN HOSPITAL ASSOCIATION :—President—Dr. H. A. Boyce, Belleville. 
Secretary—Dr. J. M. E. Brown, Toronto. 

CANADIAN PUBLIC HEALTH ASSOCIATION :—President—Dr. J. W. Hattie, 
Halifax, Nova Scotia. Secretary—Dr. J. G. Fitzgerald, University of Toronto. 

Annual Meeting, Hamilton, May, 1918. 

CENTRAL SOUTHERN ALBERTA MEDICAL SOCIETY :—President—Dr. J. 8. 
Murray, Okotoks. Secretary-treasurer—Dr. G. E. Learmonth, High River. 
COLCHESTER-HANTS MEDICAL SOCIETY :—President—Dr. J. W. T. Patton, 

Truro. Secretary—Dr. H. V. Kent, Truro. 
DUFFERIN MEDICAL SOCIETY :—President—Dr. Rooney, Orangeville. Sec- 
retary—Dr. Smith, Shelburne. 
EDMONTON ACADEMY OF MEDICINE:—President—Dr. C. U. Holmes. Secre- 
tary-treasurer—Dr. E. L. Garner. Library, 12 Credit Foncier Building. 
ELGIN COUNTY MEDICAL ASSOCIATION :—President—Dr. F. F. McEwen, 
Aylmer. Secretary-treasurer—Dr. W. F. Cornett, St. Thomas. 
FRASER VALLEY MEDICAL SOCIETY :—President—Dr. DeWolfe Smith. Secre- 
tary—Dr. D. F. Carswell. " 
ee MEDICAL ASSOCIATION :—Presidsnt—A. T. Hobbs. Secretary—J. 
indsay. 
HALDIMAND COUNTY MEDICAL ASSOCIATION :—President—Dr. Hopkins, 
Dunnville. Secretary—Dr. Courley, Cayuga, Ont. 








